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Abstract
The purpose of this grounded theory method study was to understand the complex, interactive,
and interrelated processes that psychiatric healthcare workers engage in to prevent the use of
restraint and seclusion. Without supporting evidence of therapeutic validity, restraint and
seclusion are commonly used by psychiatric healthcare workers to control disruptive patients.
The Substance Abuse and Mental Health Services Administration issued a call for the
elimination of restraint and seclusion use in psychiatric care settings in 2003. Workplace
violence, another major public health concern, is both a cause and effect of the restraint and
seclusion use. Individuals continue to be needlessly injured, due to the use of these practices.
Understanding the restraint and seclusion prevention processes, within the changing political and
social contexts of mental healthcare policy, is an important focus for organizations striving to
improve the quality of psychiatric care and patients’ experiences of such care. Grounded theory
methodology centers on how views and actions are constructed, and focus on how these
processes occur. Data obtained from 21 interviews of psychiatric healthcare workers,
administrators, and policy texts were analyzed concurrently. The broad philosophical lens of
Bourdieu’s critical theory of practice (1977) was used as an organizing framework for the
analysis. Ongoing training and education were seen as facilitating preventive actions such as
reading the signs, knowing what to do, de-escalating, distracting from fixation, talking to people,
listening with intent and self-regulating. Barriers to prevention were: not feeling listened to, not
knowing what to do, feeling de-valued, not having resources, working with inexperienced staff,
being unaware of prevention policies, status quo culture, and uncomfortable spaces. The nature
of the business encompasses a theoretical analysis on the practice, institutional and policy levels.
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Chapter 1
How Do Psychiatric Healthcare Workers Prevent the Use of Restraint and Seclusion?
The use of restraint and seclusion (RS) to confine those with mental illness has a
shadowed history. Two hundred years ago, Philippe Pinel was lauded as he “struck the chains
binding the lunatics in the Parisian asylum, Hospital de Bicetre” (National Institutes of Health
[NIH], 2006, para. 5). The use of restraint and seclusion to manage mental suffering began long
before asylum psychiatry or the therapeutic milieu. Since the development of a psychiatric
treatment paradigm, the validity of these coercive interventions have been questioned (Paterson
& Duxbury, 2007). Pinel liberated those who experienced mental suffering from the chains by
substituting a model of the socially acceptable version of the modern asylum which also fostered
forms of coercion and confinement within its walls (Foucalt, 1965). Without supporting evidence
of therapeutic utility, restraint and seclusion have commonly been used by psychiatric healthcare
workers to control disruptive patients for over two hundred years (Bower, McCullough, &
Timmons, 2003; Muralidharan & Fenton, 2008).
Psychiatric healthcare is uniquely complex in that legal adults can be treated against their
will (Thornton, 2007). Nurses and mental health counselors are generally responsible for
maintaining the treatment environments on in-patient psychiatric unit,s and make most decisions
concerning the use of restraint and seclusion (American Psychiatric Nurses Association, 2007;
McCain & Kornegay, 2005). Fatalities and serious injuries to patients and psychiatric nursing
staff have been attributed to the practices of RS (Nihart, Huckshorn, & Lebel, 2006; Norwood et.
al., 2011; Nunno, Holden, & Tollar, 2006). In 2003, it was estimated that restraint and seclusion
interventions caused approximately 150 deaths among psychiatric patients yearly in the United
States (Substance Abuse and Mental Health Services Administration [SAMHSA], 2003a).
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Norwood et. al. (2011) recently investigated the restraint-related deaths of 61 children and adults.
Patients and psychiatric healthcare workers continue to be injured due to the use of RS
(SAMHSA, 2010).
More locally, in 2010, 31 psychiatric healthcare workers were injured on the job at one
psychiatric state hospital in a mid-size Southeastern city, resulting in approximately 2,000 days
of missed work (Nelson, 2012). Violence and its consequences are common in psychiatric
treatment settings, and directly impact the experiences of patients, staff, communities and
organizations (Lebel, 2011). The continued use of restraint and seclusion exemplifies the ethical
complexities embodied in psychiatric healthcare practices, encompassing the problems inherent
with coercive treatment interventions, representing the implicit and explicit social and political
values that shape the field of psychiatry. The findings of this grounded theory method (GTM)
study substantiate the claim that the phenomenon of restraint and seclusion is an archaic
historical product that remains embedded in the ideology of inpatient psychiatry. Examining how
national policy is translated in a locale revealed a multi-faceted belief system constructed by the
healthcare workers involved in caring for this vulnerable population of psychiatrically
hospitalized persons.
The Purpose and Specific Aims
The purpose of this GTM (Charmaz, 2006) study was to understand the complex,
interactive, and interrelated processes that psychiatric healthcare workers engage in to prevent
the use of restraint and seclusion. Exploring the processes involved in preventing and eliminating
restraint and seclusion in the psychiatrically hospitalized adult population of the Southeastern
United States from the standpoints of psychiatric healthcare workers, including hospital
administrators, policy makers, psychiatric nurses, advanced practice registered nurses,
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psychiatrists, activity therapists, psychologists and mental health counselors, along with
significant policy texts, provided valuable information for both theory development and future
intervention strategies in a region that is overlooked in the literature. The specific aims of this
grounded theory method study were to:
(1) understand the processes that psychiatric healthcare workers engage in to prevent and
eliminate RS on inpatient psychiatric units;
(2) explore the role that policy plays, specifically the facilitators and barriers related to RS
prevention;
(3) develop a substantive theory for use with quality improvement interventions, research,
practice, education and policy making.
For the science of RS prevention, SAMHSA (2010) identified understanding the contextual
factors determining an organization’s capacity to implement effective strategies as a next step
towards elimination. This research study contributed to this overarching goal. The subsequent
theory can be further tested, and refined to guide alternative intervention implementation and
policy making designed to improve patients’ experiences of psychiatric care.
Grounded theory methodology and analysis were a good fit to understand the processes
involved in RS prevention, and the role that policies play in organizing such practice activities
(Johnson & Delaney, 2007). Strauss, Schatzman, Bucher, Ehrlich, & Sabshin (1964), pre-GTM,
observed that psychiatric ideologies work to shape inpatient environments by controlling practice
actions and interventions. This study contributed to the science of restraint and seclusion
prevention by examining how the vision of national policy is shaped ideologically, and
operationalized in a locale; finding opportunities for translating research, identifying facilitators
and barriers to prevention, and guiding psychiatric healthcare practitioners and policy makers.
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The following subsections in Chapter 1 define related concepts, explain background, provide
historical context, describe problem, state purpose, explore theoretical assumptions, discuss
limitations, and propose practical study significance. Chapter titles and subheadings are outlined
in the index. Miscellaneous items, tables, figures and forms are found in the Appendix section.
Definitions
Center for Medicare and Medicaid Services
The Center for Medicare and Medicaid Services (CMS) is a U.S. Department of Health and
Human Services (HHS) agency that falls under the Human Services Operating Division. The Center for
Medicare and Medicaid Services administers the country’s public health insurance programs such as
Medicare, Medicaid, and State Children’s Health Insurance, and collects data. Most HHS monies,
approximately 83% of the operating budget, pay for individual health care needs. Each state has its own
Medicaid program for which the federal government sets certain requirements. The federal government
and the states work together to promulgate the rules about who is covered and what services are provided
under Medicaid. States have much flexibility in determining how Medicaid operates within their state
(Teitelbaum & Wilensky, 2007).

Substance Abuse and Mental Health Services Administration
The Substance Abuse and Mental Health Services Administration (SAMHSA) is an HHS
agency in the Human Services Operating Division. The purpose of SAMHSA is to improve the
quality and availability of substance abuse prevention and treatment, and mental health services.
This agency provides block grants to states and communities to address their mental health
service and substance abuse treatment needs (Teitelbaum & Wilensky, 2007).
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The Joint Commission
The Joint Commission (TJC) is an independent, not-for-profit organization which
accredits and certifies healthcare organizations and programs in the U.S. The Joint Commission’s
mission is to continuously improve health care for the public, in collaboration with other
stakeholders, by evaluating healthcare organizations and inspiring them to excel in providing
safe and effective care of the highest quality and value. The Joint Commission is the nation's
oldest and largest standards-setting and accrediting body in healthcare (The Joint Commission,
2011).
Restraint and Seclusion
Restraint is defined by the Centers for Medicaid and Medicare Services (CMS) as “any
manual method, physical or mechanical device, material, or equipment that immobilizes or
reduces the ability of a patient to move his or her arms, legs, body, or head freely” and seclusion
as the “involuntary confinement of a patient alone in a room or area which the patient is
physically prevented from leaving” (CMS, 2006, p. 71380). Most policies emphasize the use of
the least restrictive interventions first, and restraint and seclusion use as being only a last resort.
It is assumed that restraint and seclusion re-traumatizes patients with histories of physical,
emotional, and sexual abuse, and are “violent, stressful, and humiliating incidents, both for the
patients and staff imposing them” (Haimowitz et. al., 2006, p. 6). Moreover, both restraint and
seclusion are viewed as forms of coercion and social control (Gaskin, Elsom, & Happell, 2007).
Restraints consist of various interventions that are defined differently in psychiatric
nursing and medical textbooks. Sadock & Sadock (2007) claim that restraints are used when a
patient is a danger to themselves or others, presenting a serious threat that cannot be controlled
by any other means. This definition is vague, and almost implies the inclusion of seclusion.
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Hospitalized persons may be restrained quickly to receive medication or for longer periods of
time (Sadock & Sadock, 2007).
Boyd (2008) places physical and chemical restraints under the heading of restraint, while
Keltner, Schwecke, & Bostrom (2007) include several aspects of containment and control under
the subsequent heading of restraint. Further, Schwecke (2007) describes the scenario where
several psychiatric nursing staff and security staff are used as a show of force, detailing how
many staff members are needed to control each limb in order to safely control the patient,
emphasizing that “physical contact is protective and defensive, not aggressive” (p. 138).
Following this physical restraint and show of force , Schwecke (2007) describes the nurse
preparing an intramuscular medication, while other staff members secure wrist and ankle
restraints to the frame of the bed after the patient is placed inside the seclusion room. “A waist
restraint, a restraint between the ankles or a restraint blanket is applied only if the patient is at
risk of injury because of fighting the restraints” (Schwecke, 2007, p. 138). In Keltner et. al.
(2007), there is no mention of chemical restraint; just the possibility of medication administration
while the patient is in restraints, and already in the seclusion room. Chemical restraint often
follows physical or mechanical restraint, and is not specifically dealt with in this study because it
can be logically assumed that patients who are placed in restraints or seclusion are being dealt
with pharmacologically. When a patient is placed in seclusion or restraint, there are various
levels of nursing care, including being watched one to one in person or via video camera, and 5
to 15 minute checks (Keltner et. al., 2007).
Keltner et. al. (2007) mention a therapeutic hold under the heading of restraint but do not
define what it is. Neither Boyd (2008), Sadock & Sadock (2007), nor Keltner et. al. (2007)
actually define what a “hold” is. Sailas & Fenton (2012) include holding the patient down by
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physical force as a restraint, along with restricting the person’s ability to move using different
devices designed for this purpose.
Seclusion is not specifically defined in Sadock & Sadock (2007); instead, it is lumped in
with restraint. Boyd, Bell, & Williams (2008) state that patients are put in seclusion for safety
and behavioral management reasons. Seclusion rooms consist of small spaces that are
“environmentally safe, with no hanging devices, electrical outlets or windows from which the
patient could jump” (Boyd et al., 2008, p. 177). According to Boyd et al. (2008), some facilities
use a modified seclusion room where a staff member views the patient at all times, while some
seclusion rooms have windows for staff to look in. Keltner et. al. (2007) see seclusion on a
continuum and as a matter of degree, depending on the patient’s condition.
Restraint and seclusion are dealt with together in this study because: (a) they are often
used interchangeably in discussing staff member responses to certain patient behaviors;
(b) psychiatric practice policies often address them in tandem, with little distinction as to when
one versus the other should be considered, (c) both are coercive and of questionable ethics from
the viewpoint of human and civil rights, and (d) legislation and more abstract policy often
address them together. Research demonstrates that patients experience the use of restraint and
seclusion as being equally coercive. Neither restraint, nor seclusion, is experienced by patients as
being the least restrictive. Paradoxically, seclusion is commonly thought of by psychiatric
healthcare workers as being the least restrictive option (Bergk, Eisiedler, Flammer, & Steinert,
2011). Bergk et. al. (2011) actually found that patients experience more fear and alienation when
they are placed in seclusion. This dissertation study was not focused on the distinctions between
these interventions, but rather what they have in common. Regulations regarding the use of
restraint and seclusion also remain closely aligned.
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Regulations
The regulations governing the use of restraint and seclusion in psychiatric hospitals in the
United States were set forth by CMS (2006) in the Final Rule (42 Code of Federal Regulations
[CFR] Part 482), providing patient protections, giving flexibility to providers, and focusing on
patient safety with the right to be free from the inappropriate use of RS. Standards for the use of
restraint and seclusion, as stated by CMS (2006), include:


Restraint may be used to ensure the patient's immediate physical safety, even if the
patient is not violent or self-destructive.



Seclusion may only be used for the management of violent or self-destructive behavior
that is an immediate threat to the patient's physical safety.



Restraint or seclusion may only be used when less restrictive interventions have been
determined to be ineffective to protect the patient, a staff member, or others from harm.



The type or technique of restraint or seclusion used must be the least restrictive
intervention that will be effective in protecting the patient, a staff member, or others from
harm.



The use of restraint or seclusion must be implemented in accordance with safe and
appropriate restraint and seclusion techniques as determined by hospital policy, and in
agreement with State law.



The restraint or seclusion must be discontinued at the earliest possible time (National
Council for Community Behavioral Healthcare, 2010).

Effective July 1, 2009, organizations that use the Joint Commission for accreditation purposes
must follow Standards PC.03.05.01 through PC.03.05.19 (The Joint Commission [TJC], 2009).
These standards include but are not limited to:
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The [organization] uses restraint or seclusion only when it can be clinically justified or
when warranted by patient behavior that threatens the physical safety of the patient, staff,
or others.



The [organization] uses restraint or seclusion safely.



The [organization] has written policies and procedures that guide the use of restraint and
seclusion.



The [organization] trains staff to safely implement the use of restraint and seclusion
(Crisis Consulting Group, 2011).

This regulatory language steers policy and practice toward the “safe” use of RS rather than the
prevention of such interventions. Other standards for use of RS depend on state laws and
institutional policies, opening the door to a wide range of interpretations. Furthermore, there is
no scientific evidence on the safety and effectiveness of RS as interventions for the management
of agitated or violent behavior in psychiatric inpatient settings (Muralidharan & Fenton, 2008;
Nelstrop et. al., 2006). Sailas & Fenton (2012), in their review prepared and maintained by the
Cochrane Collaboration, concluded that no recommendation can be made about the
effectiveness, benefit or harmfulness of RS based on any randomized controlled studies, and the
use of RS should be minimized because qualitative studies have described adverse physical and
psychological harm to patients and staff.
American Psychiatric Nurses Association Position Paper
The American Psychiatric Nurses Association (APNA) put forth a position statement
regarding the use of restraint and seclusion in 2007. According to APNA (2007), psychiatric
nurses play a critical role in preventing the circumstances in which restraint and seclusion are
used, and maximizing patients’ abilities to manage their own behavior. This includes the
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translation and implementation of evidence-based alternatives to restraint and seclusion use.
Nurses hold front-line floor level, managerial unit level, and organizational executive level
positions in most psychiatric hospitals where restraint and seclusion are used. In conclusion, the
APNA (2007) position paper called for shared ownership among psychiatric healthcare leaders to
create work cultures that enable the vision of restraint and seclusion elimination to be realized.
Processes
The concept of “processes” is taken from a symbolic interactionist view of human
association and communication which describes:
A moving process in which participants note and gauge each other’s actions, each
organizing his action with regard to the other and, in doing so, inhibiting
himself, encouraging himself, and guiding himself as he builds up his action.
(Blumer, 1969, p. 112).
For Charmaz (2006), “A process consists of unfolding temporal sequences that may have
identifiable markers with clear beginnings and endings and benchmarks in between” (p. 10).
Processes are the moving parts of the whole phenomenon of RS prevention practice that were
symbolically represented in discourse and text, and identified and described by participants.
These processes originated in the social, cultural, economic and political contexts of meaning for
the participant. Categories of knowledge were actively created, re-created, and ordered by social
relationships and interactions. In this manner, social interactions altered the way knowledge was
processed and organized (Ruggie, 1998). Charon (2001) sees a process as a stream of action
resulting in both decision-making and action-taking, by defining the present situation or context
using past experience and knowledge.
More specifically geared toward the psychiatric inpatient care setting, Peplau (1987)
defined processes as a sequence of behaviors that exhibit identifiable patterns between people,
within social situations, which can be modified. In this way, grounded theory method was used
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to gather data and specifically analyze the processes of restraint and seclusion prevention in
order to: (a) understand how implicit and explicit knowledge is ordered within the context of the
psychiatric unit, and, (b) explore how this knowledge is acted upon in practice. To understand
these practice actions related to RS prevention, it was necessary to “get inside the defining
process of the actor” (Blumer, 1969, p. 16). It is hopeful that by identifying patterns and
regularities in RS prevention processes, opportunities for future quality interventions can be
theoretically organized and operationalized, then put into action to improve care. Underlying
these processes were the intentional stances that psychiatric healthcare workers, institutions, and
policy-making entities take toward persons in need of psychiatric inpatient care. These motives
underlying the intentional actions related to restraint and seclusion use need to be investigated in
order to be understood (Charon, 2001).
Psychiatric Ideologies
In their pre-GTM study of two psychiatric hospitals, Strauss et. al. (1964) describe
psychiatric philosophies as ideologies. These ideologies are embedded in political/organizational
(macro), institutional (meso), and individual (micro) contexts, and provide the moral justification
for action. Ideologies are associated with institutional locales. and make a difference in the
organizational matrix of psychiatric care and treatment. The structure and function of these
ideologies are constructed reflexively by the social and political conditions that produce them
(Bourdieu & Wacquant, 1992). While exploring the philosophies of psychiatric healthcare
workers, the critical junctions in the prevention processes where policy, practice, and
interventions intersect were identified and analyzed using a theoretical framework based on
Bourdieu’s theory of practice (1977). A theoretical representation was constructed to represent
an ideology of RS prevention practice within the context of institutional, state, and national
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policy initiatives and regulations. Participants in this study represented all three levels of
organizations from local and state facilities to national policy-making entities including the
Southeastern states of Tennessee, North Carolina, Florida, and Virginia; as well as the District of
Columbia.
Violence
The Centers for Disease Control and Prevention [CDC] (2012b) highlight the importance
of using a consistent definition of violence to monitor incidence, examine trends, and determine
the magnitude of the problem of violence as a public health issue. Dahlberg & Krug’s (2002)
definition of violence has been adopted by both the CDC and the World Health Organization
[WHO]: “the intentional use of physical force or power, threatened or actual, against another
person or against a group or a community that results or has a high likelihood of resulting in
injury, death, psychological harm, mal-development, or deprivation” (p. 5). Krug, Mercy,
Dahlberg & Zwi (2002) make the argument that violence prevention is within the realm of public
health, not only because of the enormous effect violence has on health and healthcare services,
but also due to the role public health practitioners can play in mitigating the consequences.
Definitions of collective, workplace and symbolic violence will be stressed.
Collective violence describes the violence perpetrated by larger groups of individuals
which can be further separated into social, political and economic violence (WHO, 2004).
Collective violence moves beyond physical and local boundaries (Mercy, Krug, Dahlberg, &
Zwi, 2003). The violence that occurs in the workplace or other institutional settings is
categorized as interpersonal violence. Social values influence whether interpersonal violence is
endorsed or frowned upon.
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These values are further expressed in the social and economic policies that preserve
socioeconomic inequality and cultural norms, such as those associated with male dominance,
parental dominance over children, and the acceptance of violence as a way to deal with conflict.
A risk factor for workplace violence is the existence of a local drug or gun trade (WHO, 2004).
Workplace violence is any act or threat of physical violence, harassment, intimidation, or other
disruptive behavior that occurs at the worksite (OSHA, 2011). For all types of violence,
prevention efforts need to be tailored to the social, cultural and economic contexts (Krug et. al.,
2002).
Symbolic violence is a Bourdieusian concept which rests on the assumption of a
collective repression that supports the economic, cultural and social interests of the dominant,
thereby promoting inequality. The dominated affirm the perspective of the dominant which
ultimately leads to systematic self-depreciation. Bourdieu (1998) sees the social relations of
physical force that occur in the social world as representing the symbolic relations among the
dominant, the dominated; and the social and economic structures that reproduce the “cognitive
structures, forms and categories of perception, principles of vision and division” (p. 53) existent
in ideology. In the different social, economic, cultural and political fields, the state has the
monopoly on physical and symbolic violence. Since the state is conceptualized as the keeper of
resources, it has the power to regulate the functioning of the different fields by investing in the
economic field, by endorsing one kind of RS prevention training or another in the cultural field,
and by administrating regulations for organizations or individual behavior in the social field
(Bourdieu, 1998). However, the idea that violence can be prevented, and is not just “an
inevitable consequence of the human condition,” (p. 260) is gaining more global support (Mercy
et. al., 2003).
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Prevention
Prevention research is designed to identify and assess interventions that ameliorate riskrelated exposures, behaviors and the occurrence of injury; and to translate effective preventive
interventions and knowledge into practice (NIH, 2007). It is assumed that the action of
prevention is ingrained, and that psychiatric healthcare workers take practice actions in their
everyday worlds to prevent things from happening, sometimes without thinking (CDC, 2012a).
Examining the practice of restraint and seclusion prevention, from the individual (micro), the
institutional (meso), and the organizational policy (macro) levels, was a central structuring force
supporting this study’s purpose. This framework is consistent with the CDC’s Actionable
Knowledge series on violence prevention which places emphasis on actionable knowledge
“rooted in science, and made useful, and relevant for application in the field” (CDC, para. 2,
2012b). Restraint and seclusion prevention is a desired outcome in psychiatric healthcare
practice. Both restraint and seclusion have been characterized as treatment failures (SAMHSA,
2003b). Preventing the use of RS is part of the overarching contextual theme of violence
prevention.
The Substance Abuse and Mental Health Services Administration’s (2008) National
Action Plan has as its primary vision to reduce and ultimately eliminate restraint and seclusion
use in mental health and substance abuse care settings. Critical SAMHSA (2008) data collection
and outcome goals are to: (1) compile research data on RS issues, and (2) increase the number of
states and facilities adopting and implementing evidence-based RS prevention guidelines and
best practices, promoting recovery-based efforts to prevent RS. The most current SAMHSA
(2010) research conclusions contained in a recent meta-analysis suggest that the next steps in
implementing evidenced-based best practices involve an understanding of contextual factors that
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contribute to an organization’s capacity to implement prevention strategies. This dissertation
research study contributed to the restraint and seclusion prevention science by identifying
important prevention principles that can be implemented system-wide, and by discovering gaps
in the translation of national policy and evidenced-based best practices at the local level.
Problem
Nurses and psychiatric healthcare staff working in acute psychiatric settings are not
always aware of the basic rationales for restraint and seclusion prevention practice and lack the
explicit knowledge regarding how to prevent their use (Curran, 2007). While most healthcare
staff assume that restraint and seclusion are used only as safety measures, the reality is that
restraint and seclusion are often used in response to loud, disruptive, and noncompliant (not
physically aggressive) behavior (Haimowitz, Urff, & Huckshorn, 2006). The use of RS varies
dramatically from facility to facility with a wide range of organizational and staff knowledge on
how to prevent and avoid such use (SAMHSA, 2003a). One psychiatric treatment program in the
Southeast U.S. observed that 71% of staff injuries were the direct result of the physical
management of their residents (Baily, 2006). According to the United States Inspector General,
hospitals failed to report 44 out of 104 patient deaths attributed to RS from 1990 to 2004
(Levinson, 2006). Suspecting that stringent requirements to report deaths attributed to soft, twopoint, wrist restraints (See Figure 1.1) have exacerbated hospital underreporting. CMS (2012)
recently changed some wording from ‘reporting’ to ‘recording’ in hopes of eliciting better
institutional cooperation.
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Figure 1.1. Soft Two-point Wrist Restraints
Source: Zask International Medical Supply, Retrieved from www.zaskmedical.com

In spite of policy interventions, research initiatives, public opinion, and unfavorable cost
analyses RS use remains a common practice in psychiatric settings (Flood, Bowers, & Parkin,
2008; Lebel, 2011; Van Doeselaar, Sleegers, & Hutschemaekers, 2008).
Two recent meta-analyses focus on the most current research related to RS prevention
and elimination interventions, and quality improvement projects (included with more detail in
the literature review). Johnson (2010) in the U.S. and Stewart et. al. (2010) in the U.K., identified
major gaps in the developing science. First, intervention research lacks methodological rigor:


comparison groups are lacking



sample sizes are small



research often takes place in only one facility



few outcomes are replicated



multiple care models are implemented simultaneously



definitions are unclear



generalizability is questionable



the research does not translate easily to practice (Johnson, 2010; Stewart et. al., 2010).
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Second, gaps in the knowledge base remain: (a) few rigorous observation studies show
intervention effectiveness, (b) explanations of how RS interventions work in practice are weak,
(c) data on staff and patient perspectives are limited, (d) the relationships among staff teamwork,
positive attitude and RS, are not well explored, and (e) there are no good measures of the
mechanisms or processes that produce change (Stewart et. al., 2010). Stewart et. al. (2010) found
some evidence that interventions focused on improving supervision and communication among
psychiatric healthcare workers at all levels, including opportunities to discuss individual
treatment plans, reduced the use of RS. However, there is little research evidence pragmatically
demonstrating how these interventions work in practice (Stewart et. al., 2010).
Specifically designed, comprehensive practice theories translating and supporting
empirical research interventions aimed at preventing and eliminating restraint and seclusion use
are lacking. As conveyed in the literature review, quality improvement outcomes research in the
U. S. originates mainly in the Midwest and Northeast regions of the country. Although there is
some funding for RS prevention and elimination research and initiatives, little clear evidence
exists as to the success, transferability, or generalizability of this new knowledge to the underrepresented areas in the Southeast. The development of national policy maintaining best
practices should include an evaluative component to assure that psychiatric patients are receiving
equal treatment, and that psychiatric healthcare workers have access to the most up-to-date
research evidence and knowledge. Organizations receiving public Medicare and Medicaid funds
for providing inpatient psychiatric care are accountable to the patients served, the psychiatric
healthcare workers employed, and the diverse stakeholders represented. It was conservatively
estimated that the U.S. Mental Health System spends more than $375 million yearly on the
consequences of conflict and containment on inpatient psychiatric settings (Flood et. al., 2008).
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The use and the prevention of RS on inpatient psychiatric units, and in all facilities receiving
payment for healthcare services, are complex phenomena that call for a thorough examination.
This dissertation research being described here was the first study to delve deeply into the
matters and processes of RS prevention practice in this locale. Understanding how psychiatric
healthcare workers prevent the use of RS on inpatient units is necessary to promote evidencebased best practices in action, and to craft policies that support first line prevention. The extent to
which national policy has been translated, implemented and put into practice by facilities and
psychiatric healthcare workers was examined in situ.
Statement of Purpose
The purpose of this grounded theory method (GTM) (Charmaz, 2006) study was to
understand the complex, interactive, and interrelated processes that psychiatric healthcare
workers engage in to prevent the use of restraint and seclusion in the population of acutely
hospitalized adult patients. Exploring the processes of action involved in preventing the use of
RS in the psychiatrically hospitalized adult population of the Southeastern U.S., from the
standpoints of psychiatric healthcare workers; including hospital administrators, policy makers,
psychiatric nurses, advanced practice nurses, psychiatrists, activity therapists, psychologists and
mental health counselors, along with policy texts, provided valuable information for both theory
development, and future intervention strategies in a region that is overlooked in the literature.
The specific aims of this GTM study were to:
(1) understand the processes that psychiatric healthcare workers engage in to prevent and
eliminate RS on inpatient psychiatric units;
(2) explore the role that policy plays, specifically the facilitators and barriers related to
RS prevention;

19
(3) develop a substantive theory for use with quality improvement interventions,
research, practice and policy making.
For the science of RS prevention, SAMHSA (2010) identified understanding the
contextual factors determining an organization’s capacity to implement effective strategies as a
next step toward elimination. This research study contributed to this overarching goal.
Previous research has focused heavily on the implementation of interventions and quality
improvement projects, while theoretical and translational aspects remain nearly unexplored.
Assuming that psychiatric nursing healthcare staff rely on some implicit knowledge, this study
attempted to clarify some of the meanings, actions, and social processes related to RS prevention
and elimination practices. Gaining insight into the complex prevention praxis, and identifying
gaps in the translation of successful intervention models, moved the science toward a more
unified body of knowledge. Examining contextual factors, along with facilitators and barriers to
effectively implementing national policy recommendations in a locale, advanced our
understanding of the work that remains to be done to improve psychiatric healthcare services.
Research Questions
This study focuses on the Southeastern region of the U.S. where there are fewer
documented research studies in the literature related to the prevention and elimination of restraint
and seclusion. Future quality improvement interventions designed to prevent RS use and to
improve patients’ experiences of psychiatric care in this locale will benefit from a more in-depth
understanding of the processes and practice actions of psychiatric healthcare workers.
Ideological frameworks applied in other regions may not adequately represent processes,
policies, resources or practices related to RS prevention and elimination in the Southeast region.
The researcher posed the following questions:
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How do psychiatric healthcare workers prevent the use RS?



Do psychiatric healthcare workers have the resources to prevent RS?



What is the role of the RS prevention policy?



What are the facilitators and barriers to prevention?

To answer these research questions, grounded theory method (Charmaz, 2006) guided the
research. The transcribed, one to one interviews of 21 psychiatric healthcare workers from the
Southeastern U.S., policy makers, and RS policy texts were analyzed using a coding system
deduced from Bourdieu’s (1977) theory of practice. The research questions were developed in
concordance with Bourdiuesian heuristics. Charmaz (2005) encourages the use of critical theory
to inform GTM analysis. Relationships and meanings defined in the empirical data became
categories and concepts, building the blocks of theory (Bryant & Charmaz, 2007). Preventionoriented processes and practices described by participants were closely analyzed with the
assistance of the University of Tennessee, Knoxville, College of Nursing, Grounded Theory
Research Group.
Examining local knowledge and communities of meaning formed a frame for an
interpretive policy analysis. A substantive theory emerged for use with future research, quality
improvement projects, policy-making, clinical practice and theoretical development. It was my
intent to interpret the meanings expressed by participants reflexively, grounded in my own and
other experts’ experiences of RS prevention and elimination initiatives, policies, ideologies,
philosophies, and other paradigmatic shifts in psychiatric healthcare practices. No attempt was
made to stand outside the value or meaning of RS prevention and elimination policy, or my own
values, beliefs or feelings (Yanow, 2000). Using GTM in this way enabled me to interact with
the data and the emerging ideas. Situating this study in the historical, social, local and
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interactional context strengthened its interpretive power (Charmaz, 2006). Although I did not
stand outside my own values, feelings and beliefs, I invited participants to express their own
“cultural assumptions, ideologies of conformity or resistance, and dominant or repressed
discourses” (Alford, 1998, p. 72). According to Charmaz (2006), assertions of value neutrality
can shroud the potential usefulness of new knowledge. Staying close to the data, immersed in the
world of the participants, I ensured that their voices were heard.
Based on my experience, I made two assumptions: (1) that with some amount of effort,
understanding and resources, RS prevention and elimination is a possible goal; and (2) that the
practice of RS use can be eliminated from the psychiatric healthcare treatment paradigm. This is
not the prevailing belief of all psychiatric healthcare workers. Moreover, there is no collective
agreement regarding the use of RS in psychiatric treatment facilities. Some classify RS as
treatment failures while others view RS as effective tools for averting injuries during crises and
emergency situations (Geller & Glazer, 2012).
Although restraint and seclusion are two different forms of coercive practice
interventions, for the purpose of this investigation, they will be analyzed jointly. Restraint has
been described anecdotally as being more emotionally traumatic or dangerous than seclusion, as
some researchers at individual institutions have rallied for bigger and better trademarked padded
seclusion rooms (Larson, Sheitman, Kraus, Mayo, & Leidy, 2008). Some policy position
statements, standards, regulations and procedures differ across organizations at all levels.
Individual, grass-root opinion, and belief are even more diverse. It has also been hypothesized
that the continued use of RS practice interventions originate in the wider, more global systemic
problems of psychiatric care and treatment. These health services are contemporaneously linked
to challenges with access and finance (Tovino, 2007), not to mention extreme stigma. The
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practice of RS prevention contains characteristics symbolizing the ideologies of the psychiatric
field and the socio-political contexts, which are often at odds.
The philosophical basis for the grounded theory method, along with Bourdieu’s
theoretical framework, determined how data were collected and analyzed. The study questions
were operationalized according to the tenets of Bourdieu’s (1977) theory of practice. Bourdieu
does not draw a boundary between research and emerging theory. In accordance with GTM’s
pragmatic interpretive stance, practice was seen as the heart of theory (Widdershoven & Van Der
Sheen, 2008). The use and prevention of RS were understood as symbolic phenomena and
ideologies, created in the social world of psychiatric healthcare workers, communicating both
meaning and intention of the larger political or structural world (Charon, 2001). I was unable to
directly observe all of the practice settings, but I did incorporate field notes when appropriate.
Nonetheless, I have extensive psychiatric nursing experience on many inpatient psychiatric units
in two states, balancing both an insider’s and an outsider’s perspective.
Background
As a psychiatric nurse for over 25 years, I have witnessed many changes in the care of
hospitalized psychiatric patients, and in the policies regulating such practices. During the 10
years that I worked on a secure unit for children and adolescents in Massachusetts, I had the
good fortune to participate in that state’s initiative to prevent, and eliminate restraint and
seclusion in the child and adolescent population. The systemic and paradigmatic transformations
that occurred during that specific period of my nursing career inspired me to return to school and
complete a Ph.D. program.
Working to reduce the experiences of coercion and violence-induced traumas for
hospitalized persons and psychiatric healthcare workers, who are subject to the same violent
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traumas, has become a galvanizing force. Observations and insights related to the personal and
professional processes that occurred during the implementation of the Massachusetts’ Restraint
and Seclusion Reduction Initiative policy form some of the motivational background for this
study. Discovering ways to successfully translate practice observations and insights into a
useable form for psychiatric practice, research, education and policy; understanding how
psychiatric healthcare workers achieve RS prevention and elimination in various settings,
regions, populations and institutions; and, believing that RS can be prevented with changes in
cultural philosophy and ideology, constitute my intentions for this project. I argue that restraint
and seclusion symbolically represent the philosophical and ideological remnants of a barbarous
history, and embody the political, economic and social tensions that guide psychiatric treatment
practices and subsequent experiences of psychiatric care.
History
A brief chronicle provides an historical outline of the restraint and seclusion prevention,
and elimination practices within the changeable context of psychiatric healthcare policy and
treatment. Conflicts over the use of restraint and seclusion loom at the center of many mental
health policy debates. Social, ethical, medical, economic, political, and legal disagreements are
rampant (Allen, 2000). Since the development of the psychiatric treatment paradigm, beginning
in the late 18th century, the validity of coercive interventions have repeatedly been questioned
(Paterson & Duxbury, 2007). In their foundational pre-grounded theory study, Strauss et. al.
(1964) found it “exceedingly useful to regard hospitals as prime locales for the production of
tomorrow’s prominent ideologies about mental health and illness” (p. 10). Ideologies are viewed
as historical products created under certain conditions which safeguard the institutional basis for
rational thought (Bourdieu & Wacquant, 1992). Strauss et. al. (1964) proposed that interactions
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that occur within hospitals cannot be understood without first exploring their structural context.
Restraint and seclusion have occurred with varying frequency among different eras, institutions
and locales; persistently reflecting the philosophical, ideological and dialectical pulls mediating
their use.
During the Enlightenment, mental illness was beginning to be seen as a social or
psychodynamic problem, rather than as a paranormal event precipitated by demonic possession
or humid vapors (Bower et. al., 2003; Colaizzi, 2005; Foucault, 1965). Prior to this shift in
understanding, mental illness was referred to only as insanity or lunacy; a disorder characterized
by the inability to function rationally due to delusions, hallucinations, paranoia, depression,
incoherent speech or social withdrawal (Rothstein, 1995). The usual treatment for those afflicted
with insanity consisted of containment, and removal from society. Confinement and isolation
were taken for granted as the natural and unquestioned courses of action. Those afflicted were
contained in jails, almshouses and poorhouses (Tovino, 2007). People experiencing mental
illnesses were commonly thought of as a social nuisance and a public burden (Foucault, 1965).
At the turn of the 18th century, Philippe Pinel in France, and Samuel Tuke in England,
began to question the inhumane and severe physical interventions used to cage and confine those
suffering with mental illness and disability. Pinel responded by removing the chains, bolts and
restraints from the patients housed at the Hospital de Bicetre in Paris (Holmes, Kennedy, &
Perron, 2004). In keeping with the precepts of the French Revolution, Pinel believed that “an
improved society would result in fewer patients and great improvements in those already
interned” and that few restraints were required when patients were treated fairly and with respect
(Musto, 2009, p.12). This was a time of optimism about the plasticity of human nature, when the
prevailing notion was that persons with mental illnesses could be cured, and did not just require
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restraint and containment (Starr, 1982). According to Foucault (1965), Pinel succeeded by
replacing the chains with the walls of the asylum. With this new image of an idealized asylum,
cast as reasonable, rational, and moral, later came the unintended consequences of the
therapeutic utility of the restraint and seclusion use. Thus began the promotion of isolation and
alienation as mainstays of psychiatric treatment practices (Holmes et. al., 2004).
In the United States, Dr. Benjamin Rush, considered the father of American psychiatry,
was unduly credited with bringing improvements to patient care practices at Pennsylvania
Hospital in Philadelphia. Rush, a signer of the Declaration of Independence, attended medical
school in Edinburgh, Scotland, and returned to Philadelphia to set up a private practice and to
teach (National Institutes of Health [NIH], 2011). Reformers who truly advocated for less
coercive treatments met resistance. Paradoxically, it was Rush who invented the tranquilizer
chair which he determined reduced blood flow to the brain (See Figure 1.2). The tranquilizer
chair conformed to his peculiar theoretical understanding of insanity, namely the irritation of the
circulatory vessels of the brain. Patients were sometimes confined for up to six months in
tranquilizer chairs. The ethical dilemmas surrounding legal confinement, and humane treatment
arose fervently during this time (Musto, 2009). Eventually these practices gave way to moral
treatment which stressed the curative powers of the physical and social environment (Tovino,
2007). Moral treatment also included religious education, exercise and art therapy, and rarely the
use of restraints (Grob & Goldman, 2006).
By the mid-1800’s, reformers such as Dorothea Dix extolled the virtues of state-run
hospitals, and passionately advocated for the expansion of publicly financed mental health care.
This signaled a change in the provision of care, from the local community to the state. Dix, a
Unitarian from Massachusetts, thought that both coercion and physical restraint were morally
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wrong, believing that they caused suffering and harm, while doing little to change human
behavior for the better (Dowbiggin, 2011). This decentralized policy-making at the state, rather
than the federal, level ensured irregularity in the ways in which these state hospitals were run and

Figure 1.2. Tranquilizer Chair (Invented by Dr. Benjamin Rush)
Source: National Institutes for Health, “Diseases of the Mind: Highlights of American Psychiatry through 1900”
Retrieved from http://www.nlm.nih.gov/hmd/diseases/benjamin.html

financed. The lowest per capita state hospital expenditures were in the South, a function of the
area’s widespread poverty and economic inequality. Decentralized socio-political structure gave
rise to great disparities in psychiatric practice and treatment policy (Grob & Goldman, 2006).
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State-run asylums eventually became so overcrowded that behavior control and physical
containment emerged, once again, as top public health priorities. The use of mechanical
restraints became an accepted, every day norm of psychiatric treatment. The Quakers invented
the straitjacket, believing that this form of restraint helped patients regain behavioral self-control.
Losing self-control was akin to losing one’s humanity through the loss of rational, logical
thought (Foucault, 1965). As the populations of state-run facilities exploded, restraints, such as
straitjackets, were used to maintain order as moral treatment succumbed to patient warehousing
and custodial care. Institutions did not have enough qualified professional staff, nor did they
offer sufficient training for the workers that they employed (Tovino, 2007). Local communities
had successfully shifted the economic burden of care for their vulnerable citizens to the state
(Grob & Goldman, 2006).
The proliferation of state-funded asylums quickened the birth of psychiatry as a
specialized medical vocation (Dowbiggin, 2011). In 1844, a group of American doctors formed
the Association of Medical Superintendents of American Institutions for the Insane (AMSAII),
the predecessor to the American Psychiatric Association. The first American call for reform of
mechanical restraint practices came and failed at the first meeting of the AMSAII in 1844
(Colaizzi, 2005). By 1861, there were 32 state-financed and 15 private-pay asylums in the U.S.
(Tovino, 2007). Changes in treatment styles, paradigms and ideologies regarding those with
mental illnesses developed more slowly in the United States than in Europe, where care
remained primarily custodial and protective (Bower et. al., 2003). In part, this lag in more
progressive U.S. healthcare policy can be better understood by noting that the philosophical
impetus behind moral treatment was also waning, and the perceived need for hospital expansion
was great (Thornton, 2007). The number of state-run hospitals increased alongside the rise of
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American cities which ushered in many opportunities for American doctors. It has been
suggested that these institutions, meant to control the vice and disorder of modern life which was
now associated with mental illness, played a greater role in shaping psychiatry than psychiatry
had in shaping the institutions (Starr, 1982). Although psychiatry emerged as an area of medical
specialty in the U.S., there was no consensus on practice, treatment or theory (Grob & Goldman,
2006).
John Conolly, a British psychiatrist and major critic of the American use of mechanical
restraint, invented the padded seclusion room around 1850. Conolly advocated the use of
seclusion for patients who were judged too violent to be contained by physical restraint. Some of
the restraints in use at the time consisted of: (a) metal manacles, (b) leather wristlets and anklets,
(c) tranquilizer and restraint chairs, (d) waist and strait jackets, (e) padded mitts or gloves, and
(f) protection or crib beds (Colaizzi, 2005; NIH, 2011). See Figures 1.3 through 1.6. With the
emergence of the state-funded asylum and the Western medical model of psychiatric practice in
the early 20th century, physical therapies gained priority over social or psychodynamic therapies
endorsed during the era of moral treatment. Restraint, seclusion, hydrotherapy, insulin shock,
psychosurgery, electroconvulsive therapy, and pharmaceuticals became the common psychiatric
treatment norms. The concept of a therapeutic community milieu akin to moral treatment
philosophy, utilizing an inter-professional team approach, did not re-emerge in the U.S. until
after World War II (Bower et. al., 2003). Concurrent with this shift in inpatient care practices
was an exodus of psychiatrists from the state hospitals into community settings (Grob &
Goldman, 2006). The medical profession of psychiatry’s greatest accomplishments came during
World War II when psychiatrists were recognized for having a beneficial influence on U.S.
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military troops, while the emphasis on descriptive medicine changed to more psychodynamic
and interactive therapies and treatments (Starr, 1982).

Figure 1.3. Metal Manacles used for Restraint 19th Century
Source: Science Museum, London “Science Brought to Life.” Retrieved from
http://www.sciencemuseum.org.uk/broughttolife/objects/display.aspx?id=92682
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Figure 1.4. Patient in Restraint Chair 1800’s
Source: Malcolm Logan, “The Creepiest Town in America: Danvers, MA.”
Retrieved from http://myamericanodyssey.com/the-creepiest-town-in-america-danvers-

Figure 1.5. Crib Bed (Invented by Dr. Amariah Brigham)
Source: National Institutes for Health, “Diseases of the Mind: Highlights of American
Psychiatry through 1900.” Retrieved from http://www.nlm.nih.gov/hmd/diseases/
benjamin.html
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The possibility of recovery from mental illness was reflected in the soldiers returning
from war with traumatic emotional wounds. These wounded warriors could be better attended to
in community settings. At the same time, the state hospitals began to lose some of their idealized
credibility as the treatment hubs for mental illness, when several books and articles were
published in the 1940s depicting shocking images of atrocities, including brutal scenes of
restraint and seclusion, occurring within the walls of these institutions. In 1946, Congress passed
the National Mental Health Act (NMHA) following the positive experiences with psychiatry
during war time, and the negative state hospital exposé. The 1946 NMHA gave the states money
for community mental health clinics (Starr, 1982). The on-going controversial policy of
deinstitutionalization followed shortly, fueled by the egalitarian political and humanistic
ideologies of the time (Grob & Goldman, 2006).
The prevailing state hospital model was costly to the states, and critics believed that these
institutions had a dehumanizing effect on patients which contributed to disability rather than
promoting health. These societal transformations about what mental illness is brought about
changes in the institutions that loomed large in the countryside as care shifted to more urban
community treatment centers. Developments in neurobiological research and psychodynamic
therapies created an age of increased optimism that mental illness is preventable, treatable and
curable (Musto, 2009). Critical or anti- psychiatry movements demanded a more philosophical
appraisal of practice (Thornton, 2007). The most pivotal moment in mental health policy
occurred in the 20th century when the federal government stepped onto the field (Grob &
Goldman, 2006).
Inpatient psychiatric care shifted from the state institutions to general hospitals, following
the agenda laid out by the Federal deinstitutionalization movement of the 1960’s and 1970’s.
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This heralded in a new era in psychiatric care and treatment, as well as the unintended
consequence of abandoning a large population of severely and persistently mentally ill citizens
(Peele & Chodoff, 2009). Beginning in the mid 1970’s, the conservative tenor of “therapeutic
nihilism” took hold, while the merits of medical care were called into question (Starr, 2011, p.
59). There was doubt that any type of medical care was good for anyone. During this time,
human services dedicated to rehabilitation were gutted (Starr, 2011). Much of the cost of
psychiatric care shifted from the state to the federally-funded governmental programs of
Medicare and Medicaid. As the shift to private and general hospital treatment for those with
mental illnesses continued, the distribution of quality psychiatric care and inpatient work
environments was not adequately tracked or evaluated (Hanrahan, Aiken, McClaine & Hanlon,
2010).
With the might of the federal government entering the mental health policy field,
traditional institutional care practices came under fire (Grob & Goldman, 2006). Since the
1960’s, challenges to the use of restraint and seclusion in the U.S. were based on ethical, legal,
social and moral arguments, human rights violations, and the availability of alternative
interventions. Specifically related to psychiatric healthcare workers were the ethical dilemmas
involving autonomy, human dignity, and informed consent (Gorman, Sultan, & Raines, 1996).
Court cases in the 1970’s and the 1980’s brought restraint and seclusion under the public’s
scrutiny culminating in state and federal reforms mandating that RS be used only in emergency
situations, as a last resort; and, that the least restrictive interventions be tried first (Bower et. al.,
2003). New regulations and professional practice guidelines to control the use of coercive
interventions in psychiatric care continue to evolve (Prinsen & Van Delden, 2009). According to
their review of the literature, Stewart et. al. (2010) found that research specifically looking at the
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processes of how the restraint and seclusion prevention policy has been crafted, translated and
implemented in practice remains absent from the literature. In general, mental health policy
changes over the last several decades have occurred in more incremental and unnoticed steps,
rather than in extreme shifts, reflecting much regional variation (Grob & Goldman, 2006). For
example, the Wellstone-Domenici Mental Health Parity Act passed in 2008 continues to receive
very little fanfare (Carter, 2012). However, the most important value identified by SAMHSA
(2009) related to responding to any emergency mental health crisis, under any circumstance, is to
avoid harm.
Most recently, public outrage erupted following the Hartford Courant’s investigative
report detailing 142 deaths attributed to RS use from 1988 to 1998 (Weiss, 1998). Deaths
occurred during the physical restraint or seclusion of patients or residents in psychiatric
hospitals, general hospitals, group homes, and residential treatment centers by asphyxia,
aspiration, broken bones, blunt trauma, drug interactions, hyperthermia, and cardiac events
(Nunno, Holden, & Tollar, 2006). Administration of antipsychotic and other sedating
medications can increase the risk of death during a restraint by decreasing a patient’s ability to
swallow or expel, resulting in an increased risk of choking or aspiration (Blackwell, 2011).
Injuries to staff and patients include bruises, cuts requiring stitches, facial damage, and fractures
(Nihart, Huckshorn, & Lebel, 2006; Pennsylvania Patient Safety Authority, 2005; Substance
Abuse and Mental Health Services Administration, 2003). The United States General
Accounting Office (GAO) conducted a study of psychiatric facilities, and found that psychiatric
patients in a variety of acute and residential care centers were indeed at risk of injury or death
due to the improper use and overuse of restraint and seclusion (GAO, 1999).
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Following the GAO report, the release of the Surgeon General’s report on mental health
in 1999 underscored the need to reduce coercive practices in psychiatric care to promote
treatment adherence (U.S. Department of Health and Human Services [HHS], 1999). Untreated,
serious, and persistent mental illness remains a critical public health concern (Grob & Goldman,
2006). Encouraging those with mental illness to seek care and treatment involves breaking the
cycle of stigmatization. Stigmatized mental health services diminish hope of recovery from
mental illness, result in public demands for decreased funding, contribute to the difficulty of
hiring qualified staff and stymie construction of state-of-the-art facilities. Poor performing staff
add to the overall “negative perception of psychiatric services” (Sartorios & Schultze, 2005, p.
5). Professionals working with people with mental illnesses are also subjected to the stigma
associated with mental illness (Carter, 2010). Patients and their families are reluctant to seek
appropriate psychiatric treatment after they have been exposed to stigmatizing attitudes, or have
experienced the coercive, poor-quality treatment that is associated with the overuse of restraint
and seclusion.
In 2003, the Substance Abuse and Mental Health Services Administration (SAMHSA),
under the direction of Health and Human Services, issued a national call for the elimination of
restraint and seclusion in psychiatric care settings (Curie, 2005). According to Robert Glover
(2005), former Executive Director of the National Association of State Mental Health Program
Directors (NASMHPD), progress has been made in reducing RS use, but goes on to say:
“However, I believe that state facilities and other service providers must continue to make it a
priority to reduce and ultimately eliminate these coercive practices in order to improve the
quality of people’s lives” (p. 141). Nurses and other professional staff working with hospitalized
psychiatric patients have an ethical duty to ensure that interventions have validity, are evidence-
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based, and are the least restrictive. Unfortunately, research consistently demonstrates that there is
a significant amount of heterogeneity in the rationales and logic used by healthcare teams to
justify RS interventions (Beck et. al., 2008). Equal access to high quality care is likewise
problematic (Tovino, 2007).
The use of restraint and seclusion interventions in the population of psychiatrically
hospitalized adults has continued uninterrupted, without good evidence of treatment
effectiveness for over 200 years. The policy messages sent forth from the United States federal
level are somewhat contradictory. SAMHSA (2003) called for RS elimination, while the heavily
lobbied CMS (2006) continues to categorize RS as legitimate treatment interventions to be used
in facilities receiving Medicare and Medicaid funding (Lebel, 2008). The Joint Commission
(2009) calls for staff training and safe implementation of RS in their accreditation processes.
Policy translation and evaluation are lacking, ignored or undervalued at the local level (Yanow,
2000), which adds to the continuation of disparate practices, and differences in the quality of
care patients and their families experience.
Exploring the implicit and explicit processes related to how healthcare workers prevent
and eliminate RS has widespread implications for hospitalized persons and their families, the
psychiatric staff caring for them, and other organizational stakeholders such as hospital
administrators, policy makers, educators, and researchers. Understanding the ways psychiatric
healthcare workers create meanings, knowledge and ideologies related to the restraint and
seclusion use and prevention has a major influence in the design of prevention strategies targeted
at improving patients’ experiences, and the implementation of evidence-based, psychiatric best
practices and policies.
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From a public health standpoint, promoting mental health treatment, rather than custodial
care, lessens the overall burden of dysfunction and disability in the entire population (Anthony &
Huckshorn, 2008). Even with the strides made toward figuring out the neurobiological causes
and conditions of mental illness and improving treatments in the field, “We are still struggling
against some of the same barriers to care” (Carter, 2010, p. 39). Currently, there is a renewed
interest in the philosophical footing of psychiatric care practices centered on the laws and
policies related to coerced treatment, restraint and seclusion (Radden & Sadler, 2010). Bracken
and Thomas (2005) believe “if genuine trust is ever to be established between the medical
profession and those who suffer episodes of madness, there needs to be a substantial weakening
of the link between treatment and coercion” (p. 4). These facilitators and barriers are best
understood in the world of practice. The grounded theory method is a systematic and interpretive
investigation into the meanings and knowledge that are situated in this social world (Clarke,
2005).
Theoretical Underpinnings
Charmaz: Social Constructionism
The theoretical underpinnings of this dissertation research study were the combined
world views of social constructionism, and Bourdieu’s (1977) theory of practice. This framework
guided the investigation into the world of the restraint and seclusion prevention practice.
Charmaz (2006) places social constructionism within the interpretive tradition, while studying
how and why participants construct meanings, and play out actions in certain situations.
Individuals are driven to understand the world in which they live and work (Creswell, 2007).
Human minds actively create categories, concepts, schemes and mental representations to make
sense of experiences. These meanings cannot be understood apart from the social, cultural,
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historical, political, or linguistic traditions that produce them. Social constructionism rests on the
irreducibly inter-subjective dimension of human action that causes us to take an intentional
stance toward the world, and in doing so also gives meaning to the world (Ruggie, 1998).
Bourdieu’s reflexive sociology is a tool for “distinguishing zones of necessity and of freedom,
and thereby for identifying spaces open to moral action” (Bourdieu & Wacquant, 1992, p. 49).
By reflexively examining categories of thought and action described by the participants, I
struggled to understand the socially constructed norms of practice and their meanings embedded
in the psychiatric institutions’ everyday worlds and ideologies.
Voluntary attention, logical memory, and the formation of concepts develop first on the
social level, and then are internalized. All higher decision-making functions originate as actual
relationships between people (Vygotsky, 1978). Through complex social interactions, human
beings produce levels of cognitive and social action that are intrinsically collective (O’Connor,
1998). Mastery of the symbolism of social interaction, and the language of models or practical
know-how, occurs through a continuous decoding of the perceived, but not consciously noticed
rules and structures of everyday life and practice (Bourdieu, 1977). Bourdieu’s concepts such as
field, habitus, capital, and practice link ‘agency and structure’ in a way that incorporates regional
geography, what people know, psychological confidence, professional competence, and
economic privilege. These factors play an essential role in research looking at psychiatric
treatment practices (Rogers & Pilgrim, 2003).
The psychiatric healthcare staff’s formal and informal processes engaged in the laying
down of conceptual formations, logical rationales, moral philosophies, psychiatric ideologies,
and intentional action directed toward the practice of restraint and seclusion prevention on
psychiatric units, within the larger context of mental health policy, is the major focus of this
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study. Understanding these processes in more depth opened the door to new possibilities in RS
prevention science, research, policy, education and practice. “We must give up the requirement
that knowledge represents an individual world, and admit instead that knowledge represents
something far more important to us, namely what we can do in our experiential world” (Von
Glaserfeld, 1995, p. 25). The research participants’ interpretive meanings and ideologies
associated with RS prevention practice and policy, emphasizing interactions with the researcher
and others, against the backdrop of the structures imposed by the psychiatric unit and governing
RS policies, forged the foundation of a theoretical understanding of the phenomenon. The
methodology of this study embraced a social constructionist perspective. However, Charmaz’s
(2006) grounded theory method allowed a multiplicity of lenses with which to view the research
data, analysis and emerging theory.
The grounded theory method (GTM) is a systematic, analytic, inductive, comparative
approach to conducting inquiry that strives to understand the interactive world and its
phenomena, and to construct theory. Using GTM, one works to understand and explore how
realities are made, assumes that people construct realities in which they participate, begins with
the interactive relational experience, explores how participants construct reality in their practice
worlds, and observes the practice actions that are carried out in motion. Meanings are assumed to
be located within a wider web of connections and constraints, and are the products of the
collective and historical processes that produce and reproduce these meanings and subsequent
practice actions.
Grounded theory method inquiry focuses on what people at a particular time and place
view as real, how these views and actions are constructed, whose constructions become the
dominant view, and how these practice processes occur. Meaning is created in the social world
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among a network of possible relationships and is acted upon in the material world, producing and
reproducing the structures of the field and subsequent observable practice actions (Charmaz,
2006). As such, words, language, actions and objects are given meaning by those who use them.
Objects of knowledge are constructed in the social world (Bourdieu & Wacquant, 1992). Actions
are symbolic; they are meant to be more than just physical efforts or drives. Restraint and
seclusion, as practice actions, represent something more than just actions in the social world
where they are given contextual meaning (Charon, 2001).
Bourdieu: Theory of Practice
The practice of restraint and seclusion is a historical product and consequence. The
individual and collective meanings and practices of the present continue to be structured by the
past. Transforming RS practice occurs with an awareness of the “durable dispositions which
integrate past experience, and function at every moment as a matrix of perceptions,
appreciations, and actions” (p. 82), and of the social conditions that structure and produce the
ideological stances which pre-dispose individuals to take unexamined actions as natural
(Bourdieu, 1977). The logic of RS prevention and use exists within the dialectical tensions
between an organizing consciousness and an automatic practice action. These practices play out
in time and space, strategically orchestrated to respond to the cadence and structure of the
environment. Bourdieu submits that choice between conscious action and automatic action
represents the division of the dominant world view. This logic of action, the embodiment of
history in individuals and institutions, sets the stage for the choice between a predetermined
necessity and a conscious, knowledge-based decision (Bourdieu, 1990). Together, Bourdieu’s
analytics of field, habitus, capital, and practice provide a theoretical framework, and
supplementary distilling tools to refine understanding of the processes of RS prevention
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unfolding in the interactive, social world of practice. The theoretical framework developed to
guide the study is included in Figure 1.6. This model provides a visual representation of
Bourdieu’s analytics.
Field
For Bourdieu (1991), individual action exists within a particular social context or setting.
This social space or field is a structured space of positions having greater or lesser access to
resources and power. Positions within the field are determined by the occupants, agents or
institutions, by their present and potential situation in the structure of the distribution of power
whose possession commands access to the specific profits that are at stake in the field, as well as
by their objective relation to other positions (Bourdieu & Wacquant, 1992, p. 97).

Figure 1.6. Theoretical framework adapted from Bourdieu (1977).
Source: Adapted from Pierre Bourdieu “Outline of a Theory of Practice.” Copyright 1977 by Cambridge University
Press.

Defining the structure of objective relations within the field, Bourdieu (2004) parts ways
with the symbolic interactionists. This field is where battles between maintaining and
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transforming the status quo occur, and struggles among those who exercise power, and those
who submit to it, are recorded (Bourdieu, 1991). Participants in the struggle win or lose, based
on their position within the field. The logic of necessity plays out through the socially
constructed constraints and censorships which exist within the field that are taken for granted as
natural. Agreed upon policies, rules, regulations, and laws addressing RS use and prevention are
assumed to be constructed within this field. By examining the objective structures of the
distribution of properties and characteristics attached to organizations, institutions and
individuals in the field, a model for predicting the behavior of agents, occupying different
positions, can be developed (Bourdieu, 2004).
Each field organizes around a particular set of identifiable values, and maintains its own
governing principles. These principles help preserve the structures of the social space where
individuals struggle to either transform, or maintain, the boundaries and form of the field,
depending on the position they occupy within that space. Participants in the field compete to
form a monopoly over the capital that is perceived to be most powerful and efficient within that
field (Bourdieu & Wacquant, 1992)
According to Bourdieu, the positions of power within the field are determined by the
amount of accumulated symbolic capital. Symbolic capital can be understood as the total sum of
economic, social and cultural capital: a set of distinctive properties which exists in and through
the perception of agents endowed with the adequate categories of perception; categories which
are acquired in particular through the experience of the structure of the distribution of this
capital within the social space (Bourdieu, 2004, p. 55).
Perceived and recognized by individuals within the field, those in possession of symbolic
capital exert its power by responding without effort to the social constructions of collective
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expectations and beliefs. The result is an invisible, and unquestioned obedience or submission.
Those who respond accordingly to the collective expectations are automatically entitled to the
benefits in that market of symbolic goods contained in the field. Symbolic capital belongs to all
members of a particular group (Bourdieu, 1998).
The specific logic informing the structural effects of the field must be experientially
observed. The concept of habitus links the individual to the field; it is the embodiment of the
historical relations of the field in “mental and corporeal schemata of perception, appreciation and
action” (Bourdieu & Wacquant, 1992, p. 16). The habitus is the product of the internalized
structures of the field, adjusted accordingly to the position held within the field (Bourdieu,
1989). The habitus of individuals is oriented at all times to practical functions, while
simultaneously recognizing and adjusting, almost automatically, to their positions in the field
(Bourdieu, 1990).
Habitus
The habitus is an embodied set of dispositions which incline people to act and react in
certain ways; a mental structure through which the social world is understood, and modified
through experience (Bourdieu, 1989). As a durably installed, ingrained set of dispositions, the
habitus is produced by, and produces, behaviors and perceptions which reflect the social
conditions and language of the time they were created. Greater weight is given to early
experiences such as those occurring in childhood (Bourdieu, 1990). These behaviors and
perceptions appear as natural, and thus are not examined critically by those who are acting, or by
observers of the behavior, regardless of their position in the field. For Bourdieu, “The habitus
contains the solution to the paradoxes of objective meaning without subjective intention”
(Bourdieu, 1990, p. 62). The habitus accounts for the tangible aspects of practical sense, a
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socially constructed appreciation of the rules. Perceptions and behaviors contain historical
meanings quite apart from what occurs in the present encounter or interaction. Habitus is a
posture (Bourdieu & Wacquant, 1992).
Responses of the habitus include calculating strategies to carry out “necessary tasks”
legitimized by a set of potential actions: “things to do or not to do, to say or not to say”
(Bourdieu, 1977, p. 76). These rules of behavior are laid out informally and subtly, and the
individual performing the act lacks awareness of its conscious intent. Practices that are not
sensed by the habitus as being within the realm of the probable are immediately disregarded.
This anticipated submission to the dominant view creates a veritable “virtue of necessity” where
freedom of action is overruled, and strategy conforms to the limiting perceptions of the habitus.
Bourdieu calls this strings of actions, the outcomes of objective strategies which are anticipated
by the habitus, governed by past experiences, and the social conditions that remain unchanged
from the time the habitus was constituted. The creation and implementation of these strategies is
somewhat automatic, and gauged to conform to the rules of the field.
The propensity for groups to continue archaic modes of behavior, and outdated practice
actions is explained by the economic and social conditions of the time the habitus was produced.
The habitus assures the conventionality of practice actions more consistently than official rules
or overt norms. Groups made up of persons with the same durable dispositions can mal-adapt to
present conditions, while continuing to reproduce past practice actions, thereby outlasting
possible alternative economic and social conditions. The habitus’ precise adjustment to objective
conditions produces a perception of an illusionary necessity to continue the status quo, and rule
out the alternatives. The origins of both resistance and transformation are contained in these
collective processes (Bourdieu, 1990).
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The field contains a probable future which the habitus, through adaptation to the field, is
able to anticipate or recognize without thinking (Bourdieu, 2004). To transform practice and
incorporate a space for conscious moral action, the individual must first become aware of the
relations between the habitus and the socially constructed situation or condition that defines the
agents’ individual interests, objective functions, and subjective motivations of their practice
(Bourdieu, 1977). Economic conditions determine the dispositions that are demanded for by the
economy of the field (Bourdieu, 1984). The resources available including economic, cultural,
and social capital make a difference in how practice is structured. Figure 1.6 represents
Bourdieu’s theory for mapping out social space and practice.

Field

Habitus

Position

Capital

practice
Figure 1.7. Bourdieu’s Theory of Social Space.
Source: Pierre Bourdieu, “Distinction,” p. 101.
Copyright 1984 by the President and Fellows of Harvard College and Routledge and Kegan Paul Ltd.
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Capital
For the most part, practice is predicated on the amount of symbolic capital possessed by
an individual or a group. The value of capital is rooted in the belief of its significance. Social
space is differentiated by positions of power that are determined by this distribution of symbolic
capital (Bourdieu, 1998). Social space is therefore constructed three dimensionally by defining
volume of capital, composition of capital, and by changes in the two over time, arcing from past
to potential probabilities (Bourdieu, 1984). Capital is allocated based on the probabilities that are
theoretically available to everybody. However, economic, social and cultural capital is required
to take advantage of these potential opportunities in the social world that are erroneously thought
of as open to all.
The ability to fully anticipate a future practice action such as restraint and seclusion
prevention or to take an informed risk, gambling on the possible versus the probable or thinking
outside the box, are dispositions produced and reproduced by certain social and economic
conditions. The tension between the dominant and the dominated is patterned by radically
dissimilar practices that conform to perceptions of the possible (Bourdieu, 1998). The established
order is founded on the ways in which capital is distributed. This predilection to acquire
economic capital also depends on the likelihood of using it successfully (Bourdieu, 1990).
Economic. The dominant, whose power is determined by economic capital, indirectly use
conservative ideologies to legitimate their own interests, and continually define and re-define the
social world grounded in these interests (Bourdieu, 1984). The logic driving this system is the
pursuit of even higher short-term profits without regard to the ecological or human
consequences. De-regulation is one of the many outcomes linked to the ongoing political process
of legitimizing the stockpiling of economic capital by the dominant. The managers of large
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institutions, pension funds, money markets, and big insurance companies are in a position to
pressure healthcare businesses and states to minimize regulatory oversight. This rule of profit
leaves the workforce insecure and uncertain. Lacking economic capital, workers are forced into a
“state of risk, stress, and tension” (Bourdieu, 2001, p. 29).
Cultural. Cultural capital is associated with economic capital in that it exists only among
the systems of economic production which include the educational system and the family
(Bourdieu, 1990). Cultural capital is legally guaranteed, and represents the accumulated products
of past efforts such as the granting of a diploma, or the attained educational level (Bourdieu,
1984). Reproduction strategies that aim directly at the generational transmission of economic
capital depend on the amount of inherited cultural capital, and a family’s ability to pay for a
superior education. The educational system has built-in mechanisms for separating those with
differing amounts of inherited cultural capital, thus preserving social inequities. This process
contributes to the reproduction of the distributive patterns of cultural capital, and as a
consequence, the structuring of social space (Bourdieu, 1998). Bourdieu & Wacquant (1992)
further describe cultural capital as informational capital which can exist as embodied, objectified
and institutional capital. Bourdieu describes capital as “the energy of social physics” (p. 122).
Social. By developing durable social networks and “institutionalized relationships of
mutual acquaintances and recognition” (Bourdieu & Wacquant, 1992, p. 119), individuals and
groups accumulate social capital. The total sum of these profitable aggregate networks is roughly
calculated to be the amount of accrued social capital. Social capital can also take the form of
political capital which entitles the possessor to privileges and benefits, depending on the
structure of the particular social space. The distribution of social resources defines the structural
constraints impacting practice and meaning making.
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Practice
The habitus is a “system of schemes of production of practices, and a system of
perception and appreciation of practice” (Bourdieu, 1989, p. 19). The notion of practice is the
product of practical sense; a socially constituted sense of the rules of the field. Practice is this
observable action inseparable from time and space (Wacquant & Bourdieu, 1992). Practice, as a
product, will always conform to economic interests of the market while giving the impression
that such action is being driven by an illogical calculation of profit and loss; playing for stakes
that are elusive and not well-defined (Bourdieu, 1977). A group’s ability to secure needed
resources and assets depends in part by its socially ranked geographical space, along with its
distance from an epicenter of economic, cultural and social capital (Bourdieu, 1984). These
formal and informal, written and unwritten, rules of the social situation are apprehended by the
habitus, and acted out in practice through the bodily hexis which responds physically and
materially to recognized social cues, adapting to a changing milieu. Bourdieu (1977) defines
bodily hexis as a “political mythology, realized, embodied, turned into a permanent disposition, a
durable manner of standing, speaking, and thereby of feeling and thinking” (p. 93). In turn, the
ways in which this political mythology is acted out in practice has an effect on the structures of
the field, producing and reproducing the dominant ideologies in time and space. The
transformation of practice cannot occur without a rupturing of the dispositions constituted in the
habitus, and a concurrent alteration of the objective structures of which they are a part (Bourdieu,
1998).
By analyzing practice actions, policy texts, and organizational contexts, participants,
researchers, and grounded theory group analysts created a theoretical representation of the
interactive processes implicated in preventing and eliminating RS on psychiatric inpatient units.
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Bourdieu’s analytics were used as thinking tools to understand these processes and practices in
context. Admittedly, this research process required “experience, intuition, skill, flair, a ‘knack’,
all things difficult to set down on paper which can only really be understood and acquired by
example and through contact with competent persons” (Bourdieu, 2004, p. 39). The rules
governing RS prevention practice, both informal and formal, were examined through the lenses
of practice, habitus, capital and field. Constantly comparing data findings with Bourdieu’s
conceptual representation of the logic of practice gave this analysis a multi-dimensional
theoretical understanding of RS prevention practice.
Assumptions
The main assumption I made prior to this research was that the use of RS can be
eliminated from psychiatric care practice. I believed that psychiatric healthcare workers could be
educated, and learn new ways of thinking about their business of caring for patients. By
interpreting and understanding the actions of psychiatric healthcare workers individually, I
supposed that I would gain insight into the collective group, institutional organizations, and
societal structures and norms. The translation of national policy, state regulation, and
institutional norms were considered to have an important effect on RS prevention practice. I also
assumed that understanding and interpreting the overt actions of RS prevention processes could
lead me to understand the more tacit actions and knowledge in which psychiatric healthcare
workers engage, and perform in these clinically acute, crisis situations. How psychiatric
healthcare workers think about RS prevention was assumed to be an ongoing covert action
continually influencing physical actions and responses to persons who are psychiatrically
hospitalized. The actions described by the participants were assumed to represent what they
thought, knew, felt, believed, and communicated to themselves and others about RS prevention
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practice (Charon, 2001). Other assumptions I made about this research were included within
discussions of corresponding topics.
Limitations
Strides have been made nationally over the past decade. However, it is not clear whether
the psychiatric healthcare staff in the Southeast U.S. have received the organizational and
leadership resources identified as pivotal to preventing and eliminating the use of RS on acute
inpatient psychiatric units (Huckshorn, 2004a). Processes involved in preventing restraint and
seclusion were not always examined critically by participants, while meanings related to
prevention were often difficult to articulate as best practice knowledge, policy philosophy, or
ideological rationales had not been adequately structured, reordered and put into practice in the
workplace. The study questions pertained to how the use of restraint and seclusion is prevented,
the role RS prevention policy plays, the facilitators and barriers, and the availability of resources.
These questions were challenging for some participants to answer because they had not been
exposed to specific ideologies and policies such as trauma informed care as workable paradigms
for prevention practice. Few participants had been involved in any policy-making activities. The
rationales and concepts related to RS prevention are not always well-defined for healthcare
workers in the psychiatric practice field. I did not interview patients, and this is a shortcoming of
the study method as patients could provide corroborating evidence. Interviewing patients would
be an excellent step in further understanding the prevention process from a phenomenological or
narrative viewpoint while reconstructing events that possibly lead to RS interventions by staff.
This self-selected sample, described in Chapter 3, may not have adequately represented
the various views and beliefs of the target population due to regional and institutional
differences. Travel time and availability impinged on the range of areas that could be feasibly
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represented. Psychiatric healthcare workers from four Southeastern states: North Carolina,
Florida, Tennessee, Virginia, and the District of Columbia were interviewed. States and facilities
defined RS differently, and policies were not uniform. This heterogeneity of viewpoints, leading
to a rich data source, posed an interpretive challenge for the researcher. Participants did not
always conceptualize the interview questions in the same way, and definitions of key terms such
as “holds” and “restraints” were not uniform. Although the use of pharmacological interventions
was mentioned by participants, it was not a major focus of this research. Participants may have
given biased information, based on prior knowledge of this researcher’s interest in RS prevention
and elimination practice and policy. Also, participants who agreed to be interviewed may have
had unidentified characteristics in common, representing a particular sub-group. Some
participants showed reluctance to share honestly as some expressed fear of losing their
employment, despite reassurance that their responses were confidential, and in no way were
communicated to their supervisors, or others outside the research team.
Delimitations
The sample participants were required to have been employed in an adult, acute care
psychiatric facility within the last five years in order to be eligible for the study. One exception
was made for an administrator who had experience training personnel in RS prevention
techniques rather than working on an inpatient unit. Policy changes and new knowledge related
to RS prevention, and elimination have proliferated over the last several years. Psychiatric
healthcare employees and workers including hospital administrators, psychiatric nurses,
advanced practice registered nurses, psychiatrists, social workers, activity therapists,
psychologists, psychiatrists, and mental health counselors were recruited to introduce interprofessional variation. Potential participants with experience working in state facilities, Veterans
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Administration hospitals, freestanding non-profit hospitals, for-profit general hospitals, nonprofit general hospitals, and university-affiliated general hospitals were approached. The
demographics of the participants were recorded to assess the level of participation by education,
psychiatric experience, race, gender, age, facility type, state and profession. Participants were
also given a 17-item Life Events Checklist in order to measure exposure to potentially traumatic
events (Gray, Litz, Hsu & Lombardo, 2004). This study was limited to the Southeastern region
of the U.S. where, according to the literature, less is known about psychiatric healthcare workers
related to RS prevention, and elimination practice and policy.
The design of quality improvement innovations, intended to support the treatment
experience of hospitalized psychiatric inpatients, and the safety of psychiatric healthcare
workers, calls for a sound theoretical basis with a translational focus. Although hospitalized
persons were not included in this study, I speculate that a more thorough examination of this
phenomenon includes both patients and families. This study was the first in a series of planned
explorations into the clinical practice of restraint and seclusion prevention, and elimination
within the context of micro, meso and macro level policy-making, including organizational
processes involving facility administrators and policy makers in the Southeastern U.S. and
nationally, and current policy texts at the federal, state, and institutional level. Although
pharmacological interventions figure prominently in the processes of RS use and prevention, in
this study I attempted to place the emphasis on non-pharmacologic prevention policy and
practice interventions. Improving patients’ and families’ experiences of inpatient psychiatric care
and treatment, eliminating workplace violence, and creating environments that are conducive to
healing and mental health are natural consequences of restraint and seclusion prevention and
elimination on inpatient units.
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Study Significance
A literature review covering the time period since the release of the Centers for Medicare
and Medicaid Services (2006), Hospital Conditions of Participation (CoP), Final Rule (2006)
which restructured organizational practices and regulations related to the use of RS for facilities
receiving Medicaid and Medicare payments, revealed no grounded theory inquiry of psychiatric
healthcare workers’ prevention practice or policy implementation in the Southeastern U.S.
Furthermore, psychiatric healthcare workers in the Southeast have participated in few
exploratory research projects specifically designed to examine views, beliefs, concepts,
ideologies, philosophies, and meanings related to RS prevention and elimination practices within
the setting of psychiatrically hospitalized adults. To successfully tailor future quality
innovations, designed to improve patients’ experiences of psychiatric care, it is important to have
an ideological understanding of RS prevention practice in a locale. This study made an original
contribution to the understanding of RS prevention science for practice, policy, education and
research by developing a substantive theory resulting from the reflexive meanings and
conceptual representations derived from participating psychiatric healthcare worker interviews
and contextual policy texts.
In a narrative account of a restraint episode in a psychiatric hospital, Ashcroft, Anthony,
and Jaccard (2008) suggest “we need to be willing to listen, and we need to be willing to find
new ways to do our business” (p. 6). According to this account, Jaccard’s 25-year old brother
died in five-point restraints, in a prone position, after requesting psychiatric care staff not strap
him down on his belly. In the context of recovery-oriented psychiatric care, RS use has been
characterized literally as the “elephant in the room” (Ashcroft, Anthony, & Jaccard, 2008, p. 6).
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The RS prevention and elimination science has been evolving through an interprofessional, multi-national exploration of inpatient psychiatric care practices and processes. It is
essential to know how RS use is prevented because of the potentially fatal consequences and
injurious outcomes. Over the past decade, workplace violence has emerged as a major public
health concern (McEwen & Dumpel, 2012). Violence of all forms in the workplace opens the
door to increasing RS use, and RS use increases workplace violence as well (Lebel, 2011). The
GAO (1999) investigation found that RS use promotes assaultive behavior, and that staff
sometimes trigger the aggression that culminates in RS use. Psychiatric healthcare workers have
experienced assault at a rate that is 2 times the rate of patients, and 3 times the rate of other
healthcare workers (U.S. Department of Justice [DOJ], 2009). It is hypothesized that violence in
the workplace environment lowers nursing staffs’ ability to provide quality care (Gates,
Gillespie, & Succop, 2011). Risk and liability also have serious fiscal consequences for
healthcare organizations, and are impacted greatly by the use of RS (Lebel, 2011).
Little public information exists related specifically to RS prevention and elimination in
the Southeast region of the U.S. Inpatient psychiatric ideologies were examined in this study to
understand the ways in which psychiatric care and RS prevention practices and policies are
structured and organized in this locale, mostly in the Southeastern U.S. A broad complement of
psychiatric healthcare workers and policy makers provided a rich data source. Following the
introductory chapter, Chapter 2 includes a review of the most current research literature related
to RS prevention and elimination with an emphasis on theoretical frameworks used in practice,
policy, education and research; the processes that psychiatric healthcare workers engage in to
prevent RS use in practice, and the ethical issues related to policy-making, regulation and
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analyses. The literature review provides a comprehensive examination of research focused on the
use and the prevention of restraint and seclusion on inpatient psychiatric units.
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Chapter 2
Literature Review
Introduction
The literature review includes research on restraint and seclusion prevention and
elimination since around the time Charles Curie, a former SAMHSA administrator, declared that
the occurrence of RS is a treatment failure, pledged to eliminate the practice, and forged a
campaign for national policy (Curie, 2005). One study prior to 2005 was included because it
demonstrates the role of a state department of mental health in changing treatment culture and
ideology. The state of the science of RS prevention and elimination was examined with a focus
on what actions psychiatric healthcare staff take to prevent RS, how explicit and implicit
knowledge is organized in practice, and what role the restraint and seclusion prevention policy
plays. While this study focused primarily on psychiatric healthcare staff working with adults,
many of the models of care used in caring for children and adolescents have relevance for the
adult population as well. The use of restraints is a particular problem in the United States,
although behavior management and the means, or practice of controlling patients in psychiatric
settings is an international issue (Delaney, 2006). International literature was included to give a
multi-national perspective. A foundational overview of the state of the science was also
provided. Research articles were organized by topics: (a) theories and models of care, (b)
interventions, (c) decision-making, (d) views of nursing staff, and (e) ethical and policy analyses.
Database searches utilized for this review included CINAHL, PsycINFO, Web of Science,
and Pub Med. Key words used were: restraint and seclusion, theory and restraint, seclusion
restraint prevention, seclusion, psychiatric nurse restraint, psychiatric unit, restraint seclusion
policy, and physical restraint. This search resulted in 363 articles. A total of 30 articles were
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selected based on relevance to the focus questions: (1) How do psychiatric healthcare workers
prevent the use of RS? (2) Do psychiatric healthcare workers have the resources to prevent RS?
(3) What is the role of RS prevention policy? (4) What are the facilitators and barriers to
prevention? Nine countries were represented: United States, Australia, Belgium, Canada, Ireland,
Israel, Finland, Netherlands and United Kingdom. A mix of research methods including, but not
limited to, case study, intervention, quality improvement, anecdotal, narrative, grounded theory,
phenomenology, quantitative, meta-synthesis and literature reviews, were assessed and
integrated. The disciplines of nursing, psychology, social work, philosophy, public health, law
and medicine were included. Unfamiliar concepts were defined using expert accounts and
regulating policies. The first section is an overview of existing theoretical frameworks and
models of care developed by researchers, educators, policy makers and clinical practitioners.
This was followed by an exploration of topics found in the RS literature including: interventions
and quality improvement projects, decision-making, views of nursing staff toward RS use, and
RS ethics and policy analyses. The first study is a substantive theory model explaining the
phenomenon of de-escalation developed through a grounded theory method investigation and
analysis. This study establishes the utility of GTM in exploring and understanding prevention
processes in psychiatric healthcare practice.
Theories and Models of Care
The Anatomy of Escalation
The trajectory of escalating and disruptive patient behavior and psychiatric nursing staffs’
subsequent ability to recognize patterns, and intervene successfully to calm potentially out of
control situations was the focus of a grounded study analysis conducted on two adult inpatient
psychiatric units in the Midwest. Johnson & Delaney (2007) defined escalating situations as
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those in which the hospitalized person’s behavior intensified such as verbally getting louder,
growing more agitated or becoming disruptive. Johnson & Delaney (2007) completed 400 hours
of field work, and conducted interviews with 16 staff members and 12 patients on two
Midwestern, adult psychiatric units. These researchers identified several categories related to
escalating patient behavior: “the beginning,” “reaching the point,” and “beyond the point.”
Intervention strategies were described as “dissipating on its own” and “calming with
intervention.” Narratives demonstrated the logic of the data analysis and theory development.
This was a foundational study for researchers using GTM, to examine prevention processes in
psychiatric nursing care and practice.
The trajectory of escalating behavior did not seem to follow a predictable path. In this
study, Delaney & Johnson (2006), the nursing staff observed engaged individualistic
interventions tailored to particular patients and situations. The core category defined in this study
was “keeping the unit safe.” In an earlier study of the same two units, Delaney & Johnson (2006)
observed relational characteristics among psychiatric nursing staff members, and hospitalized
persons as being constrained by environmental factors. “Keeping the unit safe” may not be
transferrable due to contextual factors such as differently structured workplace environments and
values, resources and staffing patterns; or cultural, social and economic inequalities. Although
not solely related to RS prevention and elimination, the GTM analysis of the trajectory of
escalating behavior provided some explanations as to how restraint and seclusion were prevented
in these two Midwestern psychiatric units. Delaney & Johnson (2006) suggest that the
organizational and structural characteristics of the environment contributed to both staff
members’ and patients’ feelings of safety and comfort. Staff support was commonly identified in
the literature as a necessary resource for RS prevention. The grounded theory method provided a
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way for implicit knowledge of interactive processes to be articulated, and organized into a
logical and more clearly understood theoretical framework for research, policy, education and
practice. The field of psychiatric nursing care and practice continued to expand the science of RS
prevention by describing successful clinical interventions using theoretical models.
Nurse-Directed Care Model
One of the few nursing theory-generated psychiatric models found for review was the
Nurse-Directed Care Model (NDCM), based on Dorothea Orem’s Self-Care Deficit Theory. In
this strictly deduced theoretical model, psychiatric nurses’ actions focused on functions of health
restoration, and patients collaborated with nursing staff to decide on treatment goals related to
health and wellness (Morris et. al., 2010). The therapeutic nurse-patient relationship was
conceptualized as “the vehicle by which transformation in care delivery can take place” (p. 155).
Morris et. al. (2010) cited the reduction of RS use episodes following implementation of the
NDCM as a secondary positive indicator of this model’s effectiveness.
This model of care was implemented as a public health quality improvement project with
psychiatrically hospitalized adult persons at a university-affiliated state hospital in New Jersey,
not specifically tailored to RS prevention or elimination. Implementation of this model
emphasized the unique role of the advanced practice psychiatric-mental health nurse (PMHNP)
as an initiator of tailored therapeutic relationships, and as a facilitator to patient recovery. The
evolving role of psychiatric advanced practice registered nurses (APRNs) in RS prevention has
not received adequate attention, and increasing the involvement of APRNs may be a possible
solution for health systems attempting to prevent and eliminate the practice. Morris et. al. (2010)
underlined that model implementation required a commitment from top level organizational and
policy maker leadership. The success of this project was attributed to using PMHNPs as milieu
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clinical consultants on the units. This role of the PMHNP or APRN is consistent among other
studies of RS reductions on inpatient units (Bowers, Brennan, Winship & Theodoridou, 2010).
The public health concepts of health restoration and promotion are consistent with the tenets of
recovery-oriented psychiatric care models and further reflect the ethical values informing RS
prevention practice.
Recovery-Oriented Care
Recovery-oriented psychiatric care was defined by SAMHSA (2005) as person-centered,
strength-based, comprehensive, culturally responsive and community-anchored: envisioning
recovery from mental illness as a possibility. Ashcroft & Anthony (2008) describe RS use as
being “incompatible with the vision of recovery” (p. 1198). Another public health quality
improvement project spanning from January, 2000 to October, 2004 in Arizona was able to
extend the periods of time when no RS use occurred at two adult psychiatric crisis centers. This
reduction in RS use was achieved by implementing the RS prevention, reduction and elimination
strategies of: (a) strong leadership direction, (b) policy and procedural change, (c) staff training
and education, (d) consumer debriefing, and (e) regular feedback on processes. These systems
incorporated recovery model principles into their care processes and practices. Prior to this
policy-based quality improvement initiative, Ashcroft & Anthony (2008) state: “Staff tended to
operate in a crisis mode of management, reacting instead of responding to each situation, which
only added to the crisis levels” (p. 1199).
Ashcroft & Anthony (2008), the authors of this longitudinal, anecdotal case study did not
claim to make causal inferences; instead they described outcomes related to the adoption of a
recovery-oriented model of care, defining recovery as the development of new meanings and
purposes for persons suffering with mental illness, beyond the catastrophic effects of the illness
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(Anthony, 1993). Incorporating recovery principles throughout the policy implementation
process created an environment of trusting empathic support which likely decreased RS
episodes. The concepts of recovery-oriented care include aspects of trauma-informed care as
well.
Trauma-Informed Care
According to the originators of the theory of traumatic stress (Van der Kolk, McFarlane
& Weisaeth, 1996), regardless of recognition of the importance of the circumstances of traumatic
stress from a public health perspective, few attempts have been made to lessen the impact of
these forces in our communities. Further, psychiatric inpatients have been exposed to more
traumatic events than the general public (Floen & Elklit, 2007). About 90% of public mental
health service users in the U.S. have been exposed to trauma, and most have a history of being
exposed to multiple traumas (Muesar et. al., 1998).
Van der Kolk, McFarlane & Weisarth (1996) define the study of trauma as the soul of
psychiatry (p. 16). Persons who have been traumatized are known to see the world as an unsafe
and unwelcoming place. These individuals have often struggled to find flexible and adaptive
solutions to present time problems. Another concept, compulsive re-exposure to the trauma, can
complicate a hospitalized person’s experience of psychiatric inpatient care if they have been
exposed to traumatic RS interventions in the past. These patients may unwittingly attempt to reenact the past trauma. Trauma-informed care is a necessary framework for mental health
(Stromberg, 2012).
Trauma-informed care requires top level administrative commitment with supporting
policies, procedures, and practices founded on a good understanding of the neurobiological and
psychosocial sequelae of traumatic experiences (The Joint Commission [TJC], 2010). Trauma-
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informed care does not require that staff become trauma experts. However, it does involve
rethinking the psychiatric “care as usual” de-escalation trainings, and having trauma experts
available as resource persons (Stromberg, 2012). Morrison’s (1990) foundational grounded
theory study observed “a tradition of toughness” that must be given up by psychiatric healthcare
workers, along with all its enforcing of subsequent coercive social norms and practice actions.
The following studies addressed the implementation of trauma-informed care on inpatient units.
In a qualitative study, Chandler (2008) described the experiences of 10 staff members on
an adult psychiatric unit in Massachusetts who transitioned from a policy of psychiatric care as
usual to a trauma-informed treatment model. The staff member narratives anecdotally connected
the care as usual model (traditional psychiatric care) with higher RS rates. According to these
staff members on this particular unit, patients with histories of trauma who self-mutilated were
subjected to the re-traumatization of “restraints as punishment” prior to the implementation of
trauma-informed care (Chandler, 2008, p. 367). Chandler (2008) suggested that aspects of
trauma-informed care such as: (a) collaborative staff-patient relationships, (b) active
administrative involvement, (c) safety protocols and policies, (d) reasonable staff-patient ratios,
and (e) evidence-based educational materials decreased rates of RS use. Narratives in this study
captured important staff-related meanings, actions, and elements related to trauma-informed
treatment including transferring control from staff to patients, changing perspectives,
collaborative staff-patient relationships, and implementing safety measures. The qualitative
method and the data analysis for this study were not well explained. Trauma assessments also
have important clinical implications.
Performing a trauma assessment was identified as essential to prevent the crises that often
lead to RS use with children and adolescents (U.S. Department of Health and Human Services,
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2010). Children who experience trauma, or witness violence may be at higher risk for RS
(Delaney, 2006). In a statewide initiative to prevent and eliminate RS use on child and
adolescent psychiatric units in Massachusetts, Lebel et. al. (2004) used a strength-based, traumainformed intervention in a statewide department of mental health, quality improvement project
focused on engaging psychiatric units to utilize their own entrepreneurial and creative skills to
craft innovative prevention policies. Roundtables conducted with psychiatric healthcare staff
members, policy makers, and administrators discussed the neurobiology of trauma, crisis
intervention, de-escalation techniques, and provided peer support for implementing these
innovative policy changes.
Interviews with psychiatric nursing staff participating revealed a dislike for using RS, but
before the initiative lacked the knowledge or skills in how to prevent RS (Lebel et. al., 2004).
Over a period of 22 months, RS episodes in the population of psychiatrically hospitalized
children and adolescents in the state decreased over 60%. Intervention fidelity was not well
maintained during this study period. Unit-based problem-solving was a primary prevention
intervention within a public health model framework, enlisting active participation from
psychiatric healthcare workers, while involving them in statewide mental health policy
modification. During this period, policy changes at the state level restricting use of RS were
implemented. Study results reflected changes at the macro (policy), meso (institutional) and
micro (practice) levels. Implementing trauma-informed care has also been identified as a core
intervention in changing treatment culture by reducing violence and staff injuries on inpatient
psychiatric units (Goetz & Taylor-Trujillo, 2012). Putting patient’s needs first, and focusing on
the creation of healing environments is part of Bloom’s (1997) Sanctuary® Model vision.
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Engagement Model
The Engagement Model of care is an approach for changing the atmosphere of
psychiatric hospitals based on the Sanctuary® Model created by Sandra Bloom (1997). A key
element to this model is the concept of sanctuary trauma which refers to the trauma experienced
by patients due to coercive institutional measures such as RS within the psychiatric healthcare
setting. According to Bloom’s theory, social norms are the most useful sources of power on
psychiatric units, and these social norms can be transformed with policy interventions to create
safe and therapeutic psychiatric care environments. The three main foci were: (1) on-going staff
education on trauma and trauma-informed care, (2) unit-wide changes to eliminate coercive and
derogatory language used on inpatient settings and eliminating unnecessarily restrictive rules,
and, (3) material improvements to the units to make them more comfortable and conducive to
healing. This model has been implemented on psychiatric units in Oregon and South Carolina
(Borkardt et. al. 2007). The engagement model relies on psychiatric healthcare workers’
willingness to solve conflicts openly with patients, modeling healthy interpersonal interactions,
and crafting policies that value healing environments for people suffering from the effects of
mental illness. Psychiatric residency programs have started to incorporate these principals into
their curricula along with including families as treatment team members (Berman et. al., 2012).
Family-Centered Care
Family-centered care was examined over two years in a single-site case study analysis
conducted on a children’s unit in Massachusetts. Regan, Curtin & Vorderer (2006) reported that
physical restraints on this unit went from 100 per month to ten per month, and injuries to staff
and patients decreased from 99 per year to 38 per year. Family-centered care is rooted in the
paradigm of partnerships among nursing staff, patients, and families (Regan, Curtin & Vorderer,
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2006). To fully implement family-centered care, this unit changed restrictive visiting policies for
parents, and created more opportunities for families to interact with nursing staff. This study
discussed several other policy changes made concurrently, which made it difficult for the authors
to clearly demonstrate the impact of family-centered care on reported rates of injuries and RS.
However, this case study analysis provided a description of a trajectory of change over time,
with multiple environmental modifications and policy changes co-occurring.
The trend in psychiatric care is evolving toward a more family-centered ideology with all
populations (Geller & Glazer, 2012). Families are now being included in creating psychiatric
advanced directives (PAD) to prevent RS use (Japparpour, 2009). The experiences of families
are driving many of the changes in the healthcare delivery systems (Giarrusso, 2012). Relational,
collaborative dialogue among stakeholders, including families, emphasizes a more open and
deliberative process of care. Engaging families in the design of new approaches provides
opportunities to improve how the patient and family experience psychiatric care, and likely
contributes to a decrease in the use of high-risk coercive interventions such as RS. Buila &
Swanke (2010) found that family members believe that they should be involved in care, and be
given information on all available resources for themselves and their loved ones. The family’s
involvement in treatment is a component of implementing patient-centered care which views the
caregiver as a partner who also provides care (Buila & Swanke, 2010).
Patient-Centered Care
There exists a growing amount of anecdotal evidence that psychiatric staff members who
are exposed to the neurobiological concepts of trauma and its behavioral sequeala are more able
to empathize with patients, and to practice patient-centered care (Stromberg, 2012). In 2007, the
New York City Health and Hospitals Corporation (NYHHC) secured an external two-year grant
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from the New York State’s Office of Mental Health (OMH) which received monies from the
second tier grants from SAMHSA’s Alternatives to Restraint and Seclusion State Incentive
Grants (SIG) Program. Wale, Belkin & Moon (2011) focused on formulating corporate cultural
changes on their inpatient units, and in their psychiatric emergency rooms by implementing
patient-centered, trauma-informed care to reduce the use of RS. NYHHS used this grant money
resources to retrain their staff members over a two-year period.
Collaborative Problem-Solving
Collaborative problem-solving (CPS) conceptualizes the social, emotional, and
behavioral challenges in children and adolescents as the result of lagging cognitive skills in the
areas of flexibility-adaptability, frustration tolerance, and problem-solving (Greene, 2010). In
this model, the adult, parent, or nursing staff is trained to teach the child new negotiating skills
while engaging in collaborative approaches to problem-solving. Greene, Ablon & Martin (2006)
implemented CPS on a children’s unit. The nursing staff was taught how to identify cognitive
factors that place children at risk of emotional dysregulation (Greene et. al, 2006). Nine months
prior to implementation of the model, 281 uses of restraints were recorded and documented. In
contrast, there was only one restraint in the 15 months following implementation of the model.
This model of practice, emphasizing basic negotiating skills and the modeling of nonreactive
behavior, has definite applicability within adult populations that struggle with emotional
dysregulation and impulsivity. Knowledge-based skills nurtured in the psychiatric nursing staff
was hypothesized to have a large effect on RS reductions. Interestingly, Greene et. al. (2006)
found that support from top administrators was the most critical variable while implementing this
model. However, CPS was not the only programmatic change implemented on this unit during
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this time period, therefore reductions in RS likely did not result from the CPS model of care
alone.
In a replicating five-year prospective study using CPS on a children’s unit in Connecticut,
Martin, Krieg, Esposito, Stubbe & Cardona (2008) found restraint episodes went from 263 per
year to 7 per year, and monthly seclusion times went from 15 hours to 7 hours. In this study,
African-American children were four times as likely as their Caucasian peers to be restrained or
secluded prior to the implementation of CPS, while following implementation there was no
significant difference. Consistent with this finding, Smith et. al. (2005) saw that adult patients
from racial and ethnic minority groups experienced higher rates and duration of seclusion in
Pennsylvania state hospitals. It is vitally important to gain a better understanding of the
mechanisms and processes by which these treatment practice disparities are eliminated. Anglin,
Link & Phelan (2006) suggest that the racial and ethnic differences in stigmatizing attitudes have
received little research focus. The CPS approach, with its emphasis on the need for staff to
develop emotional awareness first, probably has a role in eliminating the racial/ethnic disparities
seen with increasing numbers and duration of RS.
Kanter’s Theory of Structural Empowerment
Nursing staff empowerment related to psychiatric care practices was proposed as a factor
in the reduction of RS by Huckshorn (2004b). Kanter’s (1993) Theory of Structural
Empowerment, an organizational theory used in business, was explored in relation to nurses’
decisions to use RS (Lindsay, 2009). Lindsay (2009) recruited nurses from four hospitals in the
Midwest, each with low rates of RS, and found perception of structural empowerment as defined
by Kanter (1993) as access to: (a) information, resources, support and opportunities, and (b)
informal and formal power; significantly associated with nurses’ decisions to RS using
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Spearman’s correlation coefficient, relating scores on the Conditions for Work Effectiveness-II
scale to nurses’ decisions to use RS based on vignettes. Limitation of this study were a selfselected, small sample consisting of 30 nurses from one geographic area (Midwest); limiting
generalizability of results. Although the study design was weak, this was the first exploration of
nursing empowerment as a quantified variable in relation to the use of RS.
Delaney & Lynch (2008) previously examined the utility of Kanter’s organizational
theory as a structural framework for transforming psychiatric nursing care, including RS
prevention, as a step toward achieving Magnet Hospital status. Empowerment has been identified
as a factor in RS reduction, prevention and elimination (Huckshorn, 2004b). However, the exact
nature of empowerment, or the role it plays in quality improvement projects and prevention
interventions, remains unclear.
Summary
Many theoretical frameworks and models of care are identified in the RS literature.
These models offer suggestions for structured improvements to psychiatric programming in
order to prevent and eliminate RS. Few models designed by psychiatric healthcare staff
specifically define relationships among concepts, or directly inform the psychiatric healthcare
practice of RS prevention and elimination. The relationships among policies and practice remain
theoretically vague, and not well explored. Interestingly, these models included the language of
safety, nurse-directedness, recovery, trauma information, family centeredness, engagement,
collaboration and empowerment. These concepts form the backbone of RS prevention strategies.
In an analysis of relationships between “conflict” and “containment” on psychiatric units,
Bowers (2006) found a correlation coefficient of only 0.3-0.5 explaining 10% of containment
and 44% of restraint use. Lacking a specific, practice-based theory and uniform measurement
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tools, researchers and policy makers are at a loss for ways to quantify related variables involved
in quality improvement and intervention research. A theory generated by psychiatric healthcare
workers directly involved in the practice of RS prevention could provide a mechanism for
combining models, and creating frameworks for researchers to help unify the science, moving
RS prevention interventions forward, thereby clarifying processes for policy makers. The
grounded theory of escalating behavior developed by Johnson & Delaney (2007) showed the
utility of using GTM in explaining psychiatric nursing staffs’ processes of care, and the
subsequent context of escalation. Nursing staffs’ perspectives on how prevention interventions
work with practice actions have been largely omitted (Stewart et. al., 2010). The next section
examines intervention research and quality improvement projects, beginning with three literature
reviews from Australia, the United Kingdom, and the United States.
Interventions
Literature Reviews

Australia. A literature review of 16 interventions used to reduce seclusion episodes was
conducted by a team of researchers in Australia. Gaskin, Elsom & Happell (2007) found “strong”
evidence that the use of seclusion in psychiatric settings could be reduced with the use of
multiple, concurrent interventions. Strong evidence was not measured by causation studies or
strength of study design, but by “weight of number,” meaning that enough research studies
demonstrated reduction in seclusion rates and times, according to the standards of the authors
(Gaskin et. al., 2007, p. 302). Specific, successful interventions were identified as: (a) state level
supports, (b) state policy and regulation changes, (c) leadership, (d) examination of practice,
(e) cross disciplinary involvement, (f) involving patients in individual treatment planning, (g)
increases in staffing, (h) monitoring of seclusion episodes, (i) response teams, (j) staff education,
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(k) changes in the environment, and (l) improving staff safety and welfare. The complexity of the
interventions used in these studies made it difficult for the reviewers to assess which, if any,
were most efficacious. This issue was repeatedly addressed throughout my literature review.
Restraint and seclusion prevention interventions take time to become the norm in psychiatric
treatment culture, resulting in findings that do not always follow a clear or predictable path.

United States. There are several recent literature reviews by nurses examining the state
of the science of inpatient RS prevention, reduction and elimination interventions and quality
improvement projects. Johnson (2010) looked at 46 papers from 1989 to 2008, comparing the
effectiveness of interventions and quality improvement projects in the child, adolescent, and
adult populations, designed to prevent, reduce and eliminate RS versus interventions to reduce
aggression/violence. Interestingly, Johnson (2010) found enough evidence to conclude that
interventions aimed at preventing, reducing and eliminating RS are generally more effective at
reducing the use of RS than those designed to reduce aggression, and there is a corresponding
relationship between the use of RS and violence and aggression. Johnson (2010) also found
multi-faceted, multi-level (micro/meso/macro) approaches to be the most effective.
Throughout Johnson’s (2010) literature review, the lack of traditional methodological
research rigor of interventions and quality improvement projects is pointed out. However, the
complexity of transforming inpatient practice remains figural. Problems identified with present
state of the intervention science are: (a) lack of comparison groups, (b) small sample sizes,
(c) improvement projects located in one facility, (d) few replication studies, (e) use of several
models simultaneously, and (d) lack of clarity regarding generalizability. Concluding the
literature review is a call for researchers to design interventions that use comparison groups,
adopt an outcomes approach that looks at variables of patient risk factors and treatment
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characteristics, and focus on building the science rather than fragmenting it with more isolated
studies (Johnson, 2010).

United Kingdom. In another literature review from the United Kingdom, examining
interventions to reduce mechanical restraint and seclusion on adult psychiatric units, Stewart et.
al. (2010) compared a total of 36 observational studies completed since 1960. Stewart et al.
(2010) found the interventions described in the literature as too variable to classify in any
coherent fashion, and instead broke down intervention elements into six categories: (a) local and
state policy changes, (b) changes in staffing levels, (c) staff training, (d) review procedures, (e)
crisis management, and (f) medication.
Contrasting the article reviews of Johnson (2010) and Gaskin, Elsom & Happell (2007),
Stewart et. al. (2010) found only weak evidence for using interventions identified in studies to
reduce RS use. The unclear definitions of interventions and outcome measures were identified as
major barriers to interpreting RS reduction results, as was the lack of centralized recordkeeping:
prevalence rates tracking RS practices are scarce and inconsistent (Stewart et. al., 2010). Stewart
et. al. (2010) suggest that often one type of containment intervention is substituted for another,
giving the false appearance of intervention efficacy. In conclusion, Stewart et. al. (2010)
recommend that future research use more rigorous designs to demonstrate intervention
effectiveness, and collection methods that standardize data. Currently, there are no standardized
definitions or measurement methods employed in the U.S. healthcare sector that effectively track
RS use (Lebel, 2011).
Important gaps identified in the intervention and quality improvement literature are the
lack of: (a) sound observational studies to show intervention effectiveness, (b) examinations of
how RS interventions work in practice, (c) data on patient and nursing staff perspectives,
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(d) exploration of relationships among staff teamwork, positive attitude and RS reduction, and
(e) measures of the mechanisms and processes that produce change and this relationship to
patient characteristics and behaviors. Johnson (2010), Gaskin et. al. (2007), and
Stewart et. al. (2010) provide justification for further intervention, quality improvement, and
observational study. Designing quality improvement projects and interventions that are effective,
and can be replicated is a work in progress.
Prevention Education (Six Core©) Strategies
Strategies focusing on RS prevention for educational interventions were adopted and
implemented by eight states: Pennsylvania, New York, Massachusetts, Maine, Florida, Ohio,
Arkansas, and South Dakota. According to Huckshorn (2004b), the number of hours patients
were secluded or restrained decreased 79% overall in states that adopted the following six core
strategies for educational interventions based on public health prevention models: (1) leadership
toward organizational change, (2) use of data, (3) work force development, (4) use of prevention
tools, (5) consumer roles in inpatient settings, and (6) debriefing tools. Each tool has a specific
purpose, and is associated with a standard educational curriculum objective for healthcare staff.
Further challenges cited were using the identified interventions to effect change in psychiatric
nursing care treatment cultures (Huckshorn, 2004b). The identification of these core strategies
marked the beginning of RS prevention, reduction and elimination education proliferation on a
national level. Unfortunately, there is no national database to-date tracking national rates of RS.
Following implementation of the core strategies to prevent RS, and the creation of a best
practice treatment design for inpatient care, one behavioral healthcare system in Ohio
documented a 36% decline in RS hours, and a 90% reduction in staff injuries from 2004 to 2008.
Short et. al. (2008) designed the eight elements of safety guidelines for interventions informed by
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the core strategies. Multiple level interventions included incorporating data with risk
management and human resource records. The authors reported descriptive results and no causal
effects were identified. Short et. al. (2008) recommend that the safety guidelines be used in a
random-controlled trial to promote these guidelines as a truly evidence-based best practice.
Another performance improvement RS prevention project, based on the core strategies,
was implemented on an adult inpatient unit in Maryland. Lewis, Taylor & Parks (2009)
described implementation of the Crisis Prevention Management (CPM) program, centered on a
public health prevention model focused on primary, secondary, and tertiary prevention strategies
to reduce, prevent, and eliminate RS use. Primary prevention focused on averting RS by
providing early identification and individual treatment planning for high-risk individuals.
Secondary prevention interventions were designed to resolve symptoms of conflict or distress,
and tertiary prevention focused on minimizing the negative consequences once a RS incident
occurred. Between the years of 2004 and 2007, during CPM development and implementation,
this unit saw a 75% reduction in restraint and seclusion hours. Lewis et. al. (2009) found that
including clinicians in the planning and development phases was critical to transforming
organizational culture, and that clinical nursing staff appreciated the recognition and respect
afforded them through participation in the prevention planning processes. Promoting alternatives
to the use of RS has been a funding priority for SAMHSA since 2004.
In 2010, SAMHSA released major findings from its Alternatives to Restraint and
Seclusion (ARS), State Incentive Grants (SIG) program. In 2004, SAMHSA awarded a total of
$237,000 per year, for up to three years, to the state mental health agencies in Hawaii, Illinois,
Kentucky, Louisiana, Maryland, Massachusetts, Missouri and Washington. States partnered with
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SAMHSA and other federal, state and local stakeholders to implement the Six Core Strategies©
(previously explained). Success of this program was evaluated by looking at:
1. Do research-based best practices have a positive effect on reducing RS rates?
2. Is the magnitude of the effect mediated by the characteristics of the facilities and
population served?
3. Does greater fidelity result in better outcomes?
4. Is there an interaction between facility characteristics and fidelity?
5. Is there a relationship between consumer injuries and RS rates?
Data was collected from the years 2003 to 2007, and 28 total facilities contributed data for the
meta-analysis. In half of these facilities, restraint hours per 1,000 treatment hours decreased by
55% (p= 0.083), and the percentage of hospitalized persons placed in restraints was decreased by
about 30% (p= 0.027). About 20 facilities were able to reduce hours in seclusion per 1,000
treatment hours by 19% (p= 0.001).
In conclusion, best practices do have an effect on RS rates. The magnitude of this effect
is partially moderated by the characteristics of the facility and the population served. Fidelity to
research-based best practices makes a difference in maintaining reductions in RS rates. Fidelity
in implementation demonstrates a dose-effect. Interestingly, the interaction effect between
facility characteristics and fidelity of implementation was not able to be calculated due to the
small numbers. Again, the relationship between injuries to patients, and RS rates is
undetermined. The injury rates of psychiatric healthcare workers were not included as a variable
in this meta-analysis. The policy brief suggests that understanding the contextual factors that
determine an organization’s capacity to implement effective strategies can have an impact on the
vision of RS elimination everywhere (SAMHSA, 2010). In 2007, eight more states were granted
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$1.7 million; they were: Connecticut, Indiana, New Jersey, New York, Oklahoma, Texas,
Virginia, and Vermont.
Summary
The authors of the literature reviews on intervention research and quality improvement
projects make similar points related to the state of this research literature:


Interventions and quality improvement projects aimed at reducing and eliminating the
practices of RS are complex, and involve changes in the way psychiatric units operate on
a day-to-day basis.



It is currently not feasible to conduct randomized controlled studies on inpatient
psychiatric units.



There is some evidence that interventions and quality improvement projects have
successfully reduced RS rates.



It is possible to do higher quality studies that focus more attention on methodological
rigor.



The state of the science of RS prevention and elimination is not well developed, or
coherently organized for generalized translation to practice.

Core strategies have been developed to guide educational programs aimed at prevention. It has
been demonstrated that unit and system-based prevention programs that emphasize Huckshorn’s
(2004a) core strategies may be effective interventions. The translation of these core strategies
into practice remains problematic, and there is little evidence of how much psychiatric healthcare
worker involvement in the process is required. To date, there is no specific set of guidelines
designed to engage psychiatric healthcare workers in the processes of policy development,
implementation or evaluation. However, the latest SAMHSA data regarding intervention
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implementation suggested there is a dose effect related to fidelity. The better outcomes and more
RS use reductions were seen in facilities that implemented their interventions with fidelity to the
core strategies. Decision-making processes related to the use of RS are identified in the general
literature as another aspect of psychiatric healthcare practice that is not well understood.
Decision-Making
Multifactorial Model of Influence
It is hypothesized that decisions to use RS are influenced by many factors including:
(a) rational needs, (b) the healthcare team’s perceptions, (c) characteristics of the healthcare
team, and (d) characteristics of the environment (Larue, Dumais, Ahern, Bernheim & Mailhot,
2009). Larue et. al. (2009) identified these factors related to the management of agitated or
aggressive behavior. A multifactorial model of influence was developed to explain decisionmaking regarding seclusion; depicting a bidirectional relationship between patients and
healthcare providers that is influenced by environmental and organizational factors.
Larue et. al. (2009) propose that characteristics of the healthcare team are associated with
decisions made by the nurse, and in turn, these decisions influence the norms of the healthcare
team and organizational culture. The development of this model was one of a few nursing studies
attempting to create a workable decision-making framework for clinical practice, emerging from
the existing literature rather than experiences of practicing psychiatric nurses and staff. The
model is clearly represented in pictorial form, and identifies a series of related variables such as:
(a) patient demographics, (b) environmental factors, (c) organizational factors, (d) healthcare
provider demographics, and (e) therapeutic relationships. Although factors have been identified
as contributing to RS prevention, temporal sequences are not well understood.
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Decision-Making Framework for Nursing
Nurses and psychiatric healthcare workers are known to be inconsistent in the decisionmaking processes related to initiating and preventing RS (Huckshorn, 2004a). In a quality
improvement project based on two Australian inpatient psychiatric units with high rates of
seclusion located in one hospital, Hyde, Fulbrook, Fenton & Kilshaw (2009) conducted an action
research project to develop a framework for nurses’ decision-making on whether to use seclusion
with a patient, and when to release a patient from seclusion. These researchers reported using a
pragmatic approach within a critical social science framework. All nursing staff on two nursing
units were invited to attend four cycles of information-gathering and framework development
over a six month period. A clinical nurse served as a “project officer.” Two algorithm-like,
decision-making framework models resulted from this research project to help guide this nursing
staff’s thinking and assessment processes. The results showed that as the decision-making
framework developed, other aspects of seclusion practices were discovered to also need
modification. Unfortunately, no data accompanied this research, and it was unclear what
percentage of the nursing staff participated, or if seclusion rates showed a decline. Hyde et. al.
(2009) project that seclusion times decreased. This model is too complicated to be generalized to
other psychiatric units, or used for intervention or quality improvement research on a large scale,
although it was conceptually valid.
Nurses’ Decision-Making Process
In a follow-up to the multifactorial model of decision-making, Larue, Piat, Racine,
Menard & Goulet (2010) used a descriptive design to record the views of 24 nurses from two
psychiatric hospitals from Eastern Canada. The structured interviews, based on questions elicited
from the multifactorial model previously developed from the RS literature, were conducted by
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the primary investigator and two co-investigators with unspecified relationships to the
interviewees. Larue et. al. (2010) explained that data collection involved “assessing whether
nursing practices conformed to best practices in the field” (p. 210). There was one brief verbatim
narrative included in the data analysis section. Explanation of qualitative methodology was
incomplete.
Although this study lacks qualitative rigor, the researchers brought up interesting points
from the nurses’ narratives:


Nurses who talk about a “culture of partnership” are likely influenced by “strong pressure
that favors this type of discourse” (Larue et. al., p. 213).



Nurses’ expressed willingness to collaborate with patients is not always translated into
practice action.



Nurses do not understand the meanings behind patients’ aggressive behavior. Nurses are
more likely to react to behavior than take a preventative approach.



Nurses would benefit from post-incident follow-up discussions that emphasize relationaltype care exploring the complex meanings attached to patient behavior.

Although informative, these themes could have been developed more substantially using
narratives that explain variations in decision-making among individuals, rather than grouping
collective themes with little explanation of contextual meaning. Predictions of patient behaviors
based on interpersonal, patient-centered interactions are difficult to articulate or quantify.
Decision-Making Instrument Development
Few tools are available to nurses assisting with decision-making processes who are
involved with applying restraints, or helping to identify progressively evolving aggression in
psychiatric patients. Moylan (2009) began working on the Moylan Assessment of Progressive
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Aggression Tool (MAPAT) in 1996 to assess the need for restraints accurately, and to identify
the point at which restraints should be initiated. During discussions of validity and reliability,
Moylan (2009) suggested that the use of restraints can be therapeutic for the patient, and
assumed that decisions to restrain are based on a nurse’s level of fear. The data used to construct
this tool was collected over fifteen years ago, and it is likely that it no longer accurately reflects
the views of psychiatric nurses and staff. Moylan (2009) justified the use of the tool for use in
training and research today, based on unchanging theories of aggression over a thirty year period.
Unfortunately, literature backing up this claim is absent.
Due to the deviating individualized pattern of aggressive and agitated behavior, the use of
a video to describe occurrences using actors, and measuring nurses’ timed responses was a
questionable technique. Treatment interventions require a more tailored approach. Validity of the
tool, originally supported by the Metropolitan Nashville Police Department, may not be
generalizable to an inpatient psychiatric setting. Identifying level of fear as a concept related to
decision-making may be germane to the development of a decision-making model, however
other researchers have not reported fear to be a major contributor to RS use (Gelkopf, Roffe,
Werbloff & Bleich, 2009).
Summary
The development of nursing models explaining staffs’ decisions to RS shows promise. To
summarize the recent literature, a clear understanding of the decision-making processes remain
elusive to researchers, and such processes are not well defined in the literature. Various factors,
including: (a) nurse characteristics, (b) environmental characteristics, (c) relational aspects of
psychiatric care, (d) nurses’ perceptions and attitudes toward patient behaviors, (d) healthcare
team culture, (e) lack of understanding, and (f) structural empowerment have been hypothesized
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to have an effect on nurses’ decision-making processes. Exactly how these variables are related
to RS outcomes is unknown. Further research needs to be done to create usable, and applicable
instruments for measurement which reflect a changing psychiatric culture of care. Collective
knowledge of the healthcare team may hold the key to a better and more integrated
understanding of how decisions to use RS interventions are made, and how RS use is prevented,
reduced and eliminated. Policy interventions related specifically to the decision-making
processes and resultant practices need to be explored in greater depth with psychiatric healthcare
workers.
Views of Psychiatric Nursing Staff
Resistance
Resistance is a major consistent theme describing nursing staffs’ reluctance to give up the
traditional models of programming that have been in place on psychiatric units for decades
(Curran, 2007; Mohr, Martin, Olson, Pumariega & Branca, 2009). In a critique of the
behaviorally-based point and level systems in place on many child and adolescent units, Mohr et.
al. (2009) saw that staff resisted giving up this kind of programming even when conflicts around
points, and levels with children and adolescents were found to be a factor contributing to more
RS episodes.
Resistance may be due to a lack of validation of the emotional responses of nursing staff
in the midst of a changing culture of psychiatric practice (Curran, 2007). In one anecdotal
account, Curran (2007) described staffs’ anger that a patient who hit another staff member was
not immediately placed in restraints. Most staff believed the patient manipulated the situation
when she calmed down before application of restraints. These are common occurrences on
psychiatric units that have not transitioned to a recovery-oriented, trauma-informed model of
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care. Without a formal policy mechanism in place to validate and manage staff’s emotional
responses, this anger can be misdirected. Curran (2007) also suggested that the information
needed to transform patient care has not been effectively communicated to direct care psychiatric
healthcare staff, and that nursing leadership is not holding clinical staff responsible for following
new policy standards. The way nursing staff deal with emotionally charged and volatile RS
episodes has an impact on relationships among patients and nursing staff on the inpatient milieu,
which in turn affects patient care satisfaction and rates of RS.
Emotional Distress
In a cross-sectional survey of 111 nurses at a government-run psychiatric facility in
Israel, Gelkopf et. al. (2009) examined nurses’ emotional responses to restraint use. The eight
emotions felt by nurses after a restraint episode were rated in order: pity, frustration,
helplessness, appeasement, guilt, fear, anger (at patients), and satisfaction. Most nurses felt
restraint was a therapeutic intervention for dealing with violence (not well defined). They found
that nurses with fewer credentials, and less education viewed restraint use as punishment, further
speculating that conveying these messages to patients may cause violent reactions when patients
do not understand “restraint as a therapeutic measure” (p. 762).
Gender differences were also observed. Women tended to view occurrences of restraint
with more negative emotions, while men viewed restraint as a necessary pragmatic response to a
potential disruption. Accordingly, women tended to depend on the male staff to restrain patients.
Using male staff to do the restraining sent a contradictory social message that having more male
staff reduced the use of restraint. Psychiatric healthcare workers who participated in the greatest
number of restraint episodes thought that restraints were therapeutic, felt more negative
emotions, and reported more symptoms of burnout. In another study, a participant reported that
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using RS induced a “sense of dread” (Kontio et. al., 2010, p. 69). Burnout in psychiatric nurses,
characterized by emotional exhaustion and de-personalization, was associated with higher patient
loads and inferior nurse practice work environments. Shattell, Andes & Thomas (2008) described
inpatient environments where both nurses and patients felt constrained by organizational and
personal finances. There are few studies evaluating the quality of these inpatient care
environments (Hanrahan, Aiken, McClaine & Hanlon, 2010).
In a series of three focus groups held at a large psychiatric hospital in Ireland, a total of
22 nurses participated in a study exploring the emotions experienced by nurses following RS
interventions (Moran et. al., 2009). Three themes emerged from the data: (1) RS use as a last
resort measure, (2) emotional distress, and (3) suppressing unpleasant emotions. In developing
themes, the researchers included verbatim pieces of interviews to explain their analysis and
situate results within the current literature. Moran et. al. (2009) propose that psychiatric nurses’
suppression of unpleasant emotions leads to a disconnection in the nurse-patient relationship,
which in turn, increases the patient’s escalated behaviors; increasing the chance of RS use. A
simple diagrammatic model described the cyclical nature of the emotional disconnect between
the patient and the nurse as contributing to patient escalation, then to RS interventions.
Moran et. al. (2009) found that nurses “suppress their emotions to get through these
interventions” which leads to “emotional withdrawal from the client” (p. 604). Emotional
suppression is hypothesized to interrupt the ability of healthcare staff to communicate, and relate
to their patients which increases the potential for RS. Increasing pressures on psychiatric
services, along with a lack of recognition and little sense of individual control, adds to feelings of
emotional exhaustion, emotional disconnection, and therapeutic pessimism in nursing staff
(Schulze, 2008). Work-related traumas lead to burnout, emotional disconnection and symptoms
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of hypo-arousal (Stromberg, 2012). Hypo-arousal among staff members makes it more difficult
for patients to engage in therapeutic communication, or to feel cared for. The model of emotional
disconnection, induced from the data of healthcare worker focus groups, illustrates the level of
self-awareness and emotional self-care required of staff engaged in RS prevention and
elimination practices. The ways in which educational resources are developed, prioritized and
distributed plays a part in how well prevention is understood, and put into practice within the
institutional culture and structure of the organization.
Educational Needs
In a descriptive study based on two psychiatric units in southern Finland, Kontio et. al.
(2009) explored the educational and support needs related to RS reduction of 22 psychiatric
nurses and 5 psychiatrists. Data collection involved four focus groups. Interview questions were
included, but no verbatim data were used to show analytic reasoning in formulating categories.
According to these authors, this was the first assessment of its kind, and revealed new
information important to future RS prevention educational programs. Study participants
concluded: (a) guidelines alone are not sufficient, (b) intuition and experience-based implicit
knowledge is valuable, (c) high ethical principles regarding RS were expressed (contradicted by
authors due to high rates of RS), (c) “manpower” is highly relied upon, (d) training
multidisciplinary teams is necessary, and (e) managerial support was depended on. Kontio et. al.
(2009) suggested that educational programs focus on evidence-based practices and policies, and
provide infrastructural support and guidance. The role of ethical principles in the ability of
psychiatric healthcare workers to use critical thinking skills remains unclear.
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Ethical Implications
According to Paterson & Duxbury (2007), the dominant, but implicit, view of RS since
the 18th century has been pragmatic validity. However, the argument remains: is RS use
necessary in the care of psychiatric patients? The conflicts related to RS use in psychiatric care
have legal, ethical, material, and philosophical ramifications that psychiatric healthcare workers
encounter every day. Paterson & Duxbury (2007) suggest that coercive interventions in
psychiatric care practice sometimes result from a form of organizational violence where direct
care staff compensate for feeling disrespected and under-valued by becoming vigilant and hyperreactive, scanning the environment for threats to their limited sense of status, power and control.
Psychiatric healthcare workers may “act out” to garner respect when feeling that they don’t
matter to the organization (Anthony & Huckshorn, 2008). Peplau (1987) called this phenomenon
a form of unsafe professional practice, where security needs such as status and prestige are
overlooked. Safety is often identified as the logic behind the use of RS (Goethals, De Caterle &
Gastmans, 2012), although there is evidence to the contrary, when safety could be dealt with
using other nonviolent strategies. Others have looked at the ethical principles of respect for
autonomy and human dignity.
A meta-synthesis conducted by Goethals et. al. (2012) analyzed the ethical dimensions of
decision-making. Although this study included the use of physical restraint in residential settings
in the 12 articles reviewed for the meta-synthesis, the observations pertaining to the ethical
dimensions of decision-making were relevant. Goethals et. al. (2012) found that nurses’
decision-making was influenced more by conventional, everyday notions of safety and by other
caregivers, rather than an examination of their own critical thinking skills, and reflection on what
‘good’ patient care meant to them personally. For the most part, nursing, medicine and other
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psychiatric healthcare workers learn how to practice from watching others, and rarely engage in
critical evaluations or reassessments of the ethical issues (McMillan & Hope, 2008). A lack of
resources, and a non-supportive environment were factors that influenced nurses acting on a
sense of necessity to meet legal responsibilities, rather than addressing the patients’ need for
autonomy and human dignity. Anthony & Huckshorn (2008) documented one hospital’s journey
of moving from the traditional “safety mantra” of necessity toward understanding the facts that
adhering without question to institutional rules sometimes led to aggression and RS use. Safety is
not the only domain of psychiatric healthcare workers, and the science is beginning to emphasize
more critical reflection and deliberative actions.
In a secondary analysis of the same two psychiatric hospitals in Finland, Kontio et. al.
(2010) analyzed interviews of the physicians and nurses employed there to better understand the
built-in ethical dilemmas related to RS use and the alternatives. Nursing staff expressed that they
did not have enough time to discuss potentially dangerous situations on the units with physicians,
were concerned about their failures to prevent RS use, and questioned their own decision-making
processes because ultimately the patients’ needs had not been addressed therapeutically.
Physicians identified the ethical dilemma in cases where they were informed following the
restraint or seclusion, or after the patient’s autonomy was compromised. The use of authority and
power was identified as an alternative to RS use, and was associated with a physician’s position,
male nurses, and number of staff on the unit. Kontio et. al. (2010) encouraged the use of interprofessional education to develop a higher level of integrated and ethical decision-making
processes. The use of a theoretical framework assisted with the understanding of these ethical
dilemmas that arose among both professional and non-professional staff.
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Understanding the inter-professional dilemmas that can arise from RS use, it is important
to understand the chain of command when it comes to initiating and ordering RS use on an
inpatient psychiatric unit. To review who has the power and authority to order RS use in the
U.S., TJC Standard PC.03.05.05 states:
1. A physician, or other authorized licensed independent practitioner primarily responsible
for the patient’s ongoing care, orders the use of restraint or seclusion in accordance with
hospital policy and law and regulation.
2. The hospital does not use standing orders for restraint and seclusion.
3. The attending physician is consulted as soon as possible, in accordance with hospital
policy, if he or she did not order the restraint or seclusion.
4. Unless state law is more restrictive, orders for the use of restraint and seclusion used for
the management of violent or self-destructive behavior that jeopardizes the immediate
physical safety of the patient, staff, or others may be renewed within the following
limits:
-

4 hours for adults 18 years of age and older

-

2 hours for children and adolescents 9 to 17 years of age

-

1 hour for children under 9 years of age

Orders may be renewed according to the limits for a maximum of 24 consecutive hours (CCG,
2011). It is important to note that there is variation among facilities determining who has the
authority to initiate a RS intervention episode. Regardless of who initiates the intervention, an
order must be obtained by a licensed independent practitioner within 1 hour of initiating the RS
use. Other standards, specifically PC.03.05.09 state:
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1. The hospital’s policies and procedures regarding restraint or seclusion include the
following:
-

Physician and other authorized licensed independent practitioner training
requirements

-

Staff training requirements

-

The determination of who has authority to order restraint and seclusion

-

The determination of who can initiate the use of restraint and seclusion

-

A definition of restraint in accordance with 42 CFR (CMS, 2006) (CCG, 2011).

As demonstrated by TJC standards, it is differently crafted individual hospital policies that
determine who can initiate RS use. On psychiatric units in the U.S., it is the psychiatric nursing
staff, including mental health counselors and technicians, who make most decisions in relation to
RS use (APNA, 2007). Based on CMS (2006) regulations 42 CFR 482.13, a physician or
licensed independent practitioner must order the restraint or seclusion in the record. Once RS use
is initiated, it is difficult to stop. Although various team members from mental health counselors
and technicians, to nurses, psychologists, and physicians, can initiate RS use, a licensed
independent practitioner must order the intervention in the record within an hour. Interprofessional communication is essential. Having the time to communicate to other psychiatric
healthcare staff can make a difference in the way coercive interventions like RS are handled.
Utilizing empirical ethics as a conceptual framework and method of analysis during a
quality improvement project, Landeweer, Abma & Widdershoven (2010) completed 23
interviews of hospital staff in 5 hospitals in the Netherlands. They observed that using moral case
deliberations was a useful way to sensitize nursing staff to the moral and ethical dilemmas
related to coercion and restraint. Rediscovering the core values of the psychiatric nursing
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profession became opportunities to reduce coercion on their units, and increase inter-professional
dialogue; fostering an environment of human respect and dignity where patients were less
oppressed, and more able to maintain their autonomy. This collaborative environment minimized
conflicts among staff and patients. Engaging staff in discussions of prevention invited openness,
reflection, and collaboration among staff and patients on the units. It was concluded that
organizational processes must reflect changes in organizational values to transform patient care
practices (Anthony & Huckshorn, 2008). Involving direct care staff in policy-making activities
related to prevention is another key to changing a coercive culture and improving patients’
experiences. The ethical justification for RS cannot be disconnected from the practice of which it
is a part, as these practice actions are subject to characteristics of the social context (Vekerk,
Polstra & De Jonge, 2008).
Summary
Resistance to change was identified as a possible barrier to RS prevention interventions.
Researchers have explored the emotional and moral distress suffered by psychiatric healthcare
workers involved in RS, and how unresolved emotional distress affects psychiatric nursing
staffs’ ability to relate to patients, and provide appropriate patient-centered care. Gender
differences in emotional processing may also play a role. Educational programs for psychiatric
healthcare workers need to include an emotionally supportive component that explores the
ethical dilemmas they commonly encounter. In part, this GTM dissertation study was designed to
shed more light on some of the relational and emotional aspects in relation to RS prevention
practice, and these aspects pertaining to policy translation. Educational policies should include
an affective component in concert with psychiatric healthcare staffs’ perceptions of prevention
possibilities. Concepts such as resistance, emotional distress, educational needs, and ethical
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implications continue to raise key issues for psychiatric healthcare workers in the field of
psychiatric inpatient practice. It is clear that the emotional, ethical, and educational needs of the
workforce have not been adequately addressed from a regulatory standpoint. Inter-professional
communication has a critical role in RS prevention. The next section looks at RS prevention
topics from the broader interpretive policy, business, ethical and legal arenas.
Policy Overview
Interpretive Analysis
Policy analysis is a form of research conducted by advisors to policy makers, community
organizers, social advocates, and public or private non-profit agencies. Interpretive policy
analysis keeps the focus on human meaning and social realities. “There is a realm of activities
that policy makers need to have evaluated, systematically, rigorously, and methodologically
which centers not only on values, but also on other forms of human meaning, including beliefs
and feelings” (Yanow, 2000, p. 4). The ways in which RS policy changes are translated into
practice have not been adequately investigated, or analyzed from the perspectives of psychiatric
healthcare workers’ values, beliefs and feelings. Some of the reductions observed in RS may
actually be the result of regulation, or rules based constraints rather than the kinds of positive,
proactive changes in psychiatric ideology and culture that can truly influence the quality of the
care experience (Stewart et. al., 2010). Lebel (2008) suggested, “Unless local leaders accept this
challenge, it is possible that the national vision of eliminating seclusion and restraint has been
sunset by the agency that boldly raised the standards to a higher level” (p. 196). Restraint and
seclusion prevention policies at the local, state and federal levels continue to be in flux, as a
result of the branched streams of stakeholder force and influence.
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Policy documents and implementation are assumed to represent both individual and
collective meanings, the structures of the field of psychiatric healthcare treatment. Interpretive
policy analysis looks at the meanings that policies have for a broad range of stakeholders
representing different positions within this field. The fidelity and meaning of RS prevention
policy is reflected in what implementers do, not what the policy says (Yanow, 2000). This type
of policy evaluation depends on research that looks from the ground up. Greene (2000) stresses
the socio-political dimension of evaluation, where there are multiple competing interests, from
the powerful to the powerless. Policy and implementation are contingent upon what has value to
the society at large, the legislative bodies, the regulatory agencies, the institutional cultures, and
the professional standards of those engaged in psychiatric practice. Social justice as a value has
important implications for practice. People have better or worse mental health depending on
where they live and how their communities are structured (McKenzie & Harpham 2006).
Social Justice
Issues of social justice are paramount to the values-based professions and institutions that
make up the field of psychiatry (APNA, 2007; Radden & Sadler, 2010). Regrettably, nursing and
other professional codes have not stayed current with the concept of social justice as a moral
imperative to be acted upon in practice (Falk-Rafael & Betker, 2012). Psychiatric healthcare
treatment is an ethical endeavor embodying commitments to promote health, to protect patients
from iatrogenic affects, and to reduce disease, disability and death. This principal of justice is
based on the idea that everyone in a society receives a fair deal, and that both the benefits and
burdens be equitably distributed.
In contrast, it can be said that U.S. psychiatric institutions, charged with providing
healthcare services, operate under market place justice where goods are distributed unevenly to
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individuals who have earned them (Tancredi & Slaby, 1977). Nurses and other professional
groups working within this market struggle for position, and lose sight of the economic pressures
that pose certain risks to practicing with a consciousness of social justice. High-quality
psychiatric healthcare treatment is not distributed evenly, and problems related to access and
finance figure prominently (Tovino, 2007). When the basic principle of social justice is applied
to the entire societal structure, evaluation of the social institutions’ ability to produce fair, moral
and appropriate distribution of benefits and burdens becomes essential (House, 2005).
Most psychiatric treatment is paid for by tax revenues and premiums (Sabin & Daniels,
2009). Public funding pays for at least half the expense of psychiatric treatment facilities (GAO,
1999; Stensland, Watson & Grazier, 2012). In the psychiatric healthcare sector, this puts the
collective good and the market-based emphasis on the individual on a collision course (Tancredi
& Slaby, 1977). Politically motivated discourse contributes further to the devaluation of
concerns about the mentally ill, and the treatments afforded this population in general (Peele &
Chodoff, 2009). Psychiatric treatment is in a more precarious position as compared with other
areas in medicine, due to the stigmatizing nature of mental illness (Schulze, 2008). Bourdieu
(2003) predicted that overcoming the detrimental effects of a dominant, competitive marketbased system demands scientific research that is both accessible and usable. At a distance from
the practice arena, the domains of business and law also make their mark on the ongoing RS
prevention, and elimination controversies and debate. As more state psychiatric hospitals close
their doors to patients, psychiatric inpatient services are shifting to the private business sector.
Business Case for Prevention
Creating the business case for RS prevention and elimination involves analyzing the cost
savings long-term, as well as examining short-term fiscal liability. Lebel (2011) summarized the
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most recent industry literature in three sections: (1) economic burden of RS use, (2) costs
associated with RS reduction, and (3) savings from RS reduction. There are economic burdens
associated with the use of RS, as well as physical and emotional hazards (Flood, Bowers &
Parkin, 2008). The wider systemic burdens are overwhelmingly related to workplace violence
and subsequent organizational disruption. Centers for Medicare and Medicaid Services (2008)
declared that death and disability as a result of the use of restraint, or death or significant injury
of a patient or staff member resulting from a physical assault that occurs within or on the
grounds of a healthcare facility, are classified as never events; in other words, something that
should never happen. These adverse outcomes resulting from never events are not reimbursed by
most payers. The cost of this care is then shifted toward the providers (Lebel, 2011). From a
business standpoint, preventing never events should be an organizational priority.
Organizational costs are tallied by the day-to-day use of staff time to manage RS use, and
subsequent staff injuries resulting from RS. In the U.S., it is estimated that RS costs about $325
per incident (Lebel & Goldstein 2005). Even with the amount of resources consumed by
inpatient psychiatric hospitalizations, the overall cost of treatment for the seriously and
persistently mentally ill is not well understood (Stensland, Watson & Grazier, 2012). Compelling
fiscal consequences also relate to liability and risk. When there is an injury caused by the use of
RS, the underwriting insurance company processes the claim and records the results. Worker’s
compensation stemming from injuries sustained during RS use is then paid for by the insurance
company which, in turn, raises the organization’s risk or modification factor. The consequences,
including increased liability premiums, provide growing organizational incentives to prevent RS
(Lebel, 2011).
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Legal litigation costs and judgment awards are the most expensive outcomes of death and
injury linked to RS use. Settlements in Massachusetts, New Jersey, Texas and Wisconsin have
totaled from $30,000 to $6.5 million. Organizations cannot easily withstand the occurrence of
these costly adverse events (Lebel, 2011). Examining case law from a therapeutic perspective is
one suggested way to craft risk management strategies for hospitals, rather than developing a
patchwork of incremental policies in reaction to regulatory mandates. Looking at, and
understanding, the potential legal ramifications of RS are important measures for psychiatric
healthcare staff and organizational entities alike. Ultimately, improving the experiences of
patients and families in psychiatric healthcare settings is good for business.
Case Law
In many instances, the underlying principles informing law and medicine conflict (Peele
& Chodoff, 2009). Adding to this controversy is the lack of agreement on what exactly
constitutes psychiatric care. The dominant thinking about psychiatry, at any given time, is highly
influenced by social circumstances and financial interests (Kecmanovic, 2011). Another
common argument is the potential for adverse events when failing to use RS in emergency
situations. Recupero, Price, Garvey, Daly & Xavier (2011) define the single most important goal
of RS use as maintaining the safety of everyone in the psychiatric treatment milieu, advocating
the use of case law and vignettes to discuss the pertinent legal and clinical issues to consider
when designing therapeutic programming and quality improvement projects reducing RS.
Recupero et. al. (2011) concluded:
Documenting that the treatment team has considered RS as part of a therapeutic
intervention rather than employing them to maintain law and order or for punitive reasons
can confer some protection against claims that RS were used in a negligent manner
(p. 475).
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This conclusion contradicts the previously cited research showing that restraint and seclusion are
used primarily for safety reasons rather than therapeutic benefit. The underlying purpose of RS
use is not always clear-cut, and it is difficult to draw a solid line between therapeutic versus
safety interventions. This tension is reflected in the principled rationales applied to litigate court
cases involving adverse RS events.
Arguments for the use, or the prevention of RS, are founded on nearly every ethical
principle. Most recently, claims are made on the over-use of force with RS use and the risks
associated with RS, not with under-use of RS. Case arguments pertaining to the use of excessive
force have been based on minimal Constitutional Rights and the Eighth and Fourteenth
Amendments, while common law supports the use of licensed independent practitioners to use
RS to protect patients from harm (Tovino, 2007). For the most part, the legal arguments occur far
from the psychiatric healthcare workers who use RS commonly in practice. However, using case
law as suggested, to inform those at high-risk of incurring legal consequences, could certainly
have an impact on prevention and elimination practice. This is especially important if most
psychiatric healthcare workers are unaware of the potential legal ramifications of their practices.
Most legalistic arguments are consistent with Tovino (2007) who sees RS as resisting
legislative solutions because the controversy is primarily rooted in problems directly related to
disparate mental health care access and systematic financial challenges. From this perspective,
RS again, symbolically represent the “competing goals of patient safety and individual autonomy
and, more broadly, the philosophical doctrines of legalism and medicalism” (Tovino, 2007,
p. 518). It is possible that in rare cases RS may be needed as a last resort for safety reasons,
while the therapeutic validity of these interventions has never been convincingly demonstrated.
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According to some researchers, regulation or case law alone is unlikely to eliminate RS
from the psychiatric treatment milieu (Keski-Valkama et. al., 2007). Tovino (2007) argues that
the core cause of RS use is due to larger organizational obstacles in the healthcare delivery
system such as inadequate staffing patterns, and psychiatric ideologies that lag far behind the
progressive principles embraced by the RS prevention and elimination movement. As a
consequence of that structural reality, Tovino (2007) believes that RS use should remain a valid
option to be used at the discretion of psychiatric healthcare workers employed in a system that
limits access to quality treatment, and does not have adequate resources to do what is needed to
prevent and eliminate the practice. Others contend that regulations do have the force of law, and
stand to promote higher practice standards for hospitals receiving payment for psychiatric
services (Lebel, 2008). The underlying values of accrediting agencies play an essential role in RS
regulations and standard practices (Peele & Chodoff 2009). It is the job of legislators, regulators,
the accreditation bodies, and the courts to ensure that RS prevention policies are firmly in place
and uniformly implemented.
Summary
The use and prevention of RS in psychiatric care practice are complex processes that
exist within a wider world of legislation, policies, care practices, healthcare finance, economics,
ethics, and organizational and institutional cultures. There is no consensus on how to address the
complexity of issues, or on what level. The prevention of RS is both a medical and legal matter,
engaging a multitude of stakeholders in a growing clinical, legal and scholarly debate. From a
social justice perspective, the disparities reflected in the poorly tracked and possibly unmeasured
occurrences of RS use in mental health treatment demonstrate a real problem with inpatient
psychiatric practice. Patients do not receive equal treatment, and psychiatric healthcare workers
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are held to different standards. Although it was demonstrated that there is a reduction in
institutional costs associated with RS prevention, the industry continues to urge regulating bodies
to dilute the federal RS elimination policies, and demand that RS use be allowed to remain a tool
to manage patients (Lebel, 2008). Discussing the legal conundrums arising from the use of RS
brings the gravity of these competing situations to bear with psychiatric nursing staff. Evaluating
the translation and implementation of RS prevention policy on the local level assures that public
tax dollars are not being spent exposing patients and staffs to the unnecessary suffering, violence,
or injury that adds to dysfunction and disability in the general population, and that patients are
experiencing the best treatment possible.
Conclusion
This literature review revealed a growing body of evidence related to RS prevention and
elimination interventions, and quality improvement project outcomes with little emphasis on
theoretical frameworks, or the involvement of psychiatric healthcare workers in the policymaking process. Less is known about RS prevention in regions such as the Southeastern U.S.
There is no theoretical framework specifically explaining processes that psychiatric healthcare
workers engage in to prevent and eliminate RS use on inpatient adult psychiatric units related to
policy implementation or interventions. Transforming psychiatric healthcare culture, and
translating research requires an understanding of the meanings and processes presently in place.
Strategies designed to prevent and eliminate RS use should be creative endeavors involving
researchers, policy makers, regulators, educators, implementers and healthcare providers in interprofessional partnerships. This research project is a step toward understanding the explicit and
implicit processes involved in preventing RS, the role RS prevention and elimination policy
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plays, and the facilitators and barriers to RS prevention in a region of the country that is not well
represented in the RS prevention literature.

Chapter 3
Methods
Introduction to Research Questions
This chapter explains all aspects of the grounded theory methodology used in this study.
Information on methods was organized into the following sections: (a) research questions,
(b) grounded theory method, (c) initial sample and setting, (d) procedures, (e) protection of
human subjects, (f) analysis, and (g) evaluative criteria. This begins with a review of the research
questions:
• How do psychiatric healthcare workers prevent the use of RS?
• Do psychiatric healthcare workers have the resources to prevent RS?
• What is the role of RS prevention policy?
• What are the facilitators and barriers to prevention?
Due to the process, action-oriented nature of the research questions, a GTM design was a logical
choice. According to Star (2007), grounded theory is an “excellent tool for understanding
invisible things” (p. 79). The ability of psychiatric healthcare workers to prevent and eliminate
the use of RS is an example of a little understood, complex phenomenon that includes many
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invisible dynamics. An explicit assumption of this research was that healthcare workers have
socially constructed tacit, and implicit knowledge related to RS prevention and elimination that
could be discovered, identified, and logically assembled into a substantive theory. Another
assumption was that these, sometimes invisible, processes also exist within an institutional
culture and collective organization that also needed to be examined and interpreted. The goal
was to identify concepts, and meaningful propositional linkages that could be arranged in a
usable form for quality improvement projects designed to enhance patients’ experiences of care,
clinical practice, and policy-making and implementation in the future. Restraint and seclusion
prevention practice exists between the dynamic interplay of structural context and, individual
and collective action.
In the literature review, there was one grounded theory study of healthcare staffs’
processes in response to escalating behavior on two psychiatric units in the Midwest. Johnson &
Delaney (2007) sought to “develop a theory of de-escalation.” In contrast, this study identified
processes engaged in by healthcare workers preventing and eliminating RS while exploring the
role of policy, thereby developing a contextual theory of RS prevention for use in practice,
policy-making, education, quality improvement, and research translation. This study was a
beginning step toward a theoretical analysis of the healthcare staff’s processes involved in the
laying down of conceptual formations, logical rationales, and action orientation toward RS
prevention on inpatient psychiatric units in the Southeastern U.S., within the larger context of
national policy and state regulation.
Procedures
This is a brief outline of study procedures beginning with contact and recruitment, and
will be followed up in more detail. Participants were given information about the study from my
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contacts in the community who worked on various inpatient psychiatric units. Some participants
were contacted by academic acquaintances via emails to other university graduate schools. I also
contacted individuals that I had met previously at conferences. Flyers were emailed by me to
contacts, and then distributed to others who might have had knowledge of other potential
participants. In response to the flyers, I was contacted by about fifteen potential participants.
One-half of the participants called me on the telephone and left messages, while the other half
preferred contact through email. My contact information was on the flyer along with a
description of the study. Once potential participants called or emailed me, I returned the phone
call or email and let them know again the topic of my study: “How do psychiatric healthcare
workers prevent the use of restraint and seclusion?” Participants were informed upfront that this
was a research project for the completion of my doctoral degree. All participants were required
to have worked in a Southeastern adult psychiatric hospital unit within the past five years in
order to qualify for participation. One exception was made for an administrative educator who
trained psychiatric healthcare workers in RS reduction and elimination techniques, and had
policy-making experience.
Once initial contact was made and inclusion criteria were reviewed, the interview time
and place was set up to accommodate the participant’s schedule and time frame. Most interviews
took place within 2 weeks of initial contact. Interviews took place in libraries, office spaces, and
quiet coffee shops. I gave participants a description of myself, and carried a colorful bag so that I
could be easily identified. After I greeted each participant, I reviewed the purpose of the study
with them, and acknowledged their voluntary participation. I gave them the consent form and
instructed them to read it. Before signing it, I asked if they had any additional questions about
the informed consent, and asked them if they understood what they had read. I also informed
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them again that the interview would be audio-taped. After they indicated that they understood
these processes, they signed the informed consent. I saved the signed copy, and they were each
given a copy.
After the informed consent was signed, I asked them if I could turn on the audio recorder
and waited for their affirmative response. The opening question was: “When you have seen a
patient who could have been possibly restrained or secluded on the unit, what do you do to
prevent the restraint or seclusion?” Prior to closing the interview, I asked all participants if they
had anything else to say. When they stopped and gave me their final words, I turned the audio
recorder off. I checked in with the participant to assess their emotional state and let them know
that they could re-contact me with any thoughts following the interview. I was re-contacted by
one participant who had something to add to the information given to me during the interview.
Following the interview, the demographic sheet and the LEC was given to the participants to fill
out. I recorded my initial impressions of the interview, and any outstanding characteristics of the
participant in field notes within approximately 2 hours of completing the interviews.
Instruments
A brief demographic form and the 17-item Life Events Checklist (LEC) were filled out
following the interviews to record variation in the study sample, and to allow participants to
report any potential traumatic events that they had been exposed to on paper rather than during
the interview. The LEC is a measurement tool consisting of 16 items asking about exposure to 16
different potentially traumatic events known to produce post-traumatic stress disorder or other
post-traumatic problems. The mean kappa coefficient for all LEC items was 0.61, and the retest
correlation at one week was r = 0.82 (Gray, Litz, Hsu & Lombardo, 2004). The LEC is a simple
screening tool that participants could fill out easily and quickly following the interview. The
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rationale for using the LEC came from the literature review, discovering the importance of
traumatic exposure to RS and the subsequent effect on psychiatric healthcare workers’ ability to
stay emotionally engaged with patients, and the association between workplace violence and RS.
Understanding the potential traumatizing effects of exposure to RS in the psychiatric work
environment is critical to prevention practice (Stromberg, 2012).

Recruitment
The target population was psychiatric healthcare workers in the Southeastern U.S.
Psychiatric healthcare workers who had worked on an adult inpatient psychiatric within the past
five years were included. Policy makers were included if they had any experience in creating
policies to prevent, reduce, or eliminate RS on inpatient units. One participant was an
administrator in a residential setting, but had experience in RS policy-making and education so
was also included. Psychiatric healthcare workers who were unemployed or had worked on an
inpatient unit longer than five years ago were excluded. The participant inclusion criteria were
based on the emergence of the Hospital Conditions of Participation, Final Rule (CMS, 2006) and
subsequent policy changes. Once IRB approval was obtained, I recruited from contacts in the
Southeastern U.S. community where I have lived and worked. This purposive, convenience
sample included psychiatric mental health workers, psychiatric nurses, advanced practice nurses,
administrators, activity therapists, nurse managers, mental health counselors, and psychiatrists to
get a wide variety of perspectives. The 21 participants were highly educated with 90% [19 out of
21] having attained a bachelor’s degree.
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National, state and institutional policy texts were analyzed concurrently. As categories
emerged from this data analysis, further purposive sampling was completed to elaborate and
refine properties and characteristics of emerging codes and categories. Ongoing, multistage
recruitment for the study depended on the direction recognized to best fine-tune emerging
categories and concepts in a logical sequence, and was based on theoretical sampling. Some
participants were asked about other potential participants who would be well-suited to interview
for the study as well. Participants who had a wide range of experiences such as having worked in
a prison system, or a residential treatment center were approached through known contacts or
email. The majority of people contacted agreed to be interviewed, but interviews were not
always able to be scheduled and carried out, due to time constraints or possible loss of interest.
Contact
The personal and professional contacts I have in the community represent a variety of
professions and institutions. I made an effort to include racial/ethnically diverse psychiatric
healthcare workers in the sample of participants. However, I was not successful in recruiting an
ethnically diverse sample. I speculate that the timing of this research project, corresponding with
the impending closure of a state hospital, impacted my ability to recruit from this group of
racially diverse psychiatric healthcare workers. I contacted a hospital administrator who was at
first willing to discuss RS prevention programs that were in place at a psychiatric hospital, but
attempts to contact this administrator failed. Another administrator of a state hospital (a
professional acquaintance) did not return my call.
I contacted potential participants in-person, letter, e-mail, or by phone, and at
conferences. I gave out a flyer (Appendix I) to professional contacts to recruit from other coworkers. I tried to interview participants who I had not previously worked with. I interviewed
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participants who worked at the same healthcare organization, but in different settings from those
I work in. As data gathering progressed, I sought out participants with different work
experiences, checking on emerging theoretical understanding (Charmaz, 2011). This included
potential participants who, along with adult inpatient employment within the last five years, had
experience working on child and adolescent inpatient units, medical/psychiatric units, geriatric
psychiatric units, prison units, and adolescent residential treatment centers.
Data collection and analysis techniques that were used in this research study are included
in the description of GTM and procedures. Grounded theory experts at the University of
Tennessee helped with data analysis and theory development. I utilized the University of
Tennessee, College of Nursing, Grounded Theory Group and the University of Tennessee
Phenomenology Research Group for help with analysis. In preparation, I attended a conference
entitled “Introduction to Grounded Theory: A Social Constructionist Approach” taught by Kathy
Charmaz in Cary, North Carolina, January 5-6, 2011.
Grounded Theory Method
The specific GTM used for this study was developed by Charmaz (2006), a student of
both originators of the grounded theory method: Barney Glaser and Anselm Strauss. For
Charmaz (2006), GTM is a “set of principles and practices, not as prescriptions or packages” (p.
9). Bryant & Charmaz (2007) see GTM as a family of related methods which “do not share all
common attributes, but do share some common characteristics” (p. 11). Charmaz (2006)
emphasizes flexible guidelines as opposed to methodological rules. The strategies of GTM
inquiry are inductive, comparative and interactive (Charmaz, 2011). Nonetheless, GTM is
presented in a logical form, from identification of research problems and questions to theory
development, which is easily followed by the novice GTM researcher. This approach embraces
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an interpretive picture of the world. In line with this constructionist paradigm, I used GTM to
explore how, when, and why psychiatric healthcare workers construct certain meanings and
actions related to the phenomena of RS prevention and elimination. As the analysis progressed, I
approached policy makers with inpatient experience, and administrators proficient in
implementing RS prevention and elimination initiatives to help situate the phenomenon in its real
world context.
An interpretive policy analysis (Yanow, 2000) was included in the literature review for
an in-depth structural and contextual understanding of medical, ethical and legal practice
regulation and precedent. Constructionist grounded theorists assume that data and analysis are
both products of social construction, and that the studied phenomenon is “embedded in larger,
and often, hidden positions, networks, situations, and relationships” (Charmaz, 2006, p. 130).
Charmaz (2006) maintains that grounded theories are interpretive constructions, built upon
participants’ and researchers’ implicit meanings and experiential views of the individual (micro),
institutional (meso) and organizational policy (macro) worlds in which they live. The policies
regulating RS prevention practice require a multi-level evaluation to access how they are being
implemented and translated, and to appreciate how meanings are being constructed. This next
section identifies the GTM sampling and recruitment techniques, followed by an explanation of
methods used for coding and analyzing data, and theory development.
Initial Sample and Setting
Purposive Sampling: Phase 1
Purposive convenience sampling was used to identify the first five participants who were
employed at a local inpatient psychiatric facility. Initial interview questions were piloted to get
an overview of the scope of knowledge of RS prevention and elimination on an adult psychiatric
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unit, and the processes needing clarification. Following IRB approval and permission (See
Protection of Human Subjects), these five participants were contacted and interviews were
conducted. Interviews took place at a location of the participant’s choosing and were audiorecorded. Interviews lasted approximately one hour. Participants were not paid for the interview
time itself but received a $20 gift card as a compensation for travel, time, and inconvenience.
Data was concurrently collected and analyzed. I recorded detailed field notes, and completed
memo-writing following all interviews to assist with identification of emerging codes and
categories and their connections. Based on the results of these initial interviews, I sought a broad
complement of participants who would add to my understanding of RS prevention practice in a
variety of settings and professional viewpoints.
The original purposive sample of five served as a pilot group for further interviews, and
provided data for a theoretical starting place for emerging codes and categories. Based on data
coding and theoretical memo-taking, interview questions were modified to explicate a better
understanding of identified concepts and propositional linkages involved in the process of RS
prevention and elimination, the role of policy, as well as facilitators and barriers to prevention.
True to GTM, sampling of participants, taking field notes, writing memos, and analyzing data
were concurrent. Grounded theory method sampling depends on what is happening with the data
analysis, and cannot always be specifically planned out in advance. Therefore, I stayed close to
the data and chose participants who would provide the richest and most varied information, in
order to deepen my understanding of the emerging codes and categories.
Purposive Sampling: Phase 2
During this stage of purposive sampling, dependent on theoretical sampling and the
trajectory of emerging categories, I sought out psychiatric healthcare workers who could assist in
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clarifying novel categories and concepts. This sampling phase provided rich data from
participants who exemplified different viewpoints or junctures in the path toward RS prevention
and elimination. Field notes and memos were used for analysis during the coding process, which
helped guide where to go next with sampling methods. This approach maximized variation,
while I provided my own interpretation of participants and meanings to the analysis (Morse,
2007). As data analysis continued, I was able to interview participants from a variety of
individual (micro), institutional (meso) and organizational (macro) standpoints which lead to a
multi-level, theoretical construction of the phenomenon. I did not interview patients, and this is a
shortcoming of the study method as patients could provide corroborating evidence. Interviewing
patients would be an excellent step in understanding the prevention process from a
phenomenological or narrative viewpoint, while reconstructing events that possibly lead to RS
interventions by staff. The focus of this study was on psychiatric healthcare workers’ prevention
practices in the context of inpatient psychiatric care. Table 1 summarizes the participants’
demographic data.
The data collected during this phase was compared and contrasted with data from the
initial sample to identify and recognize differences and clarify properties. Different types of
institutions were compared from interview data, as well as different professional viewpoints.
This information gave rise to a rich theoretical sample and data sourcing. According to Morse
(2007), not all data are equal, while the best results come from the best descriptions and
illustrations of the phenomena of interest. To collect the most useful data, I combined purposeful
and theoretical sampling to recruit participants who could give the most varied views of the
processes related to RS prevention among different Southeastern states, facilities, and
professions; and how the role of policy was understood; examining facilitators and barriers at all
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Table 1. Participant Demographics
Participant*
Yolanda

Gender
female

Age
23

PsychExp
.8

Race
White

Education
Bachelor

Profession
RN

Facility
VA

State
TN

Martha

female

27

4.5

White

Bachelor

RN

FSNP

TN

Bertha

female

28

4.0

White

Bachelor

Nurse Manager

FSNP

TN

Marlon

male

28

6.5

White

Masters

MHC

FSNP

TN

Jack

male

34

14.0

White

HS

MHC

FSNP

TN

Janna

female

36

6.5

White

Bachelor

Activity

FSNP

TN

Rikka

female

36

1.0

White

Bachelor

RN

GHNP

DC

Rayna

female

41

4.0

White

Bachelor

RN

GHFP

TN

Elena

female

44

15.0

White

HS

LPN

FSNP

TN

Baxter

male

47

15.0

White

PhD

Administrator

FSNP

TN

Sheila

female

50

.5

White

Associate

RN

FSNP

TN

Brenda

female

50

13.0

White

Bachelor

RN

GHFP

TN

Hilda

female

52

25.0

White

Masters

Administrator

SH

FL

Cassandra

female

53

5.0

White

Masters

APRN

GHNP

TN

Mack

male

54

13.0

White

Masters

APRN

SH

TN

Wilhelmina

female

56

25.0

Black

Masters

RN

SH

NC

Rhonda

female

57

7.0

White

Associate

RN

FSNP

TN

Wanda

female

58

4.0

White

Bachelor

MHC

FSNP

TN

Glenda

female

58

34.0

White

PhD

Administrator

SH

VA

Shawna

female

60

28.0

White

Bachelor

Administrator

FSNP

TN

Patrick

male

65

35.0

White

MD

MD

GHUA

TN

*pseudonyms
Facility Legend:
FSNP= Free Standing Not For Profit Hospital
GHFP= General Hospital For Profit
GHNP= General Hospital Not For Profit
GHUA= General Hospital University Affiliated
SH= State Hospital
VA= Veterans Administration Hospital
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levels. Policy texts were analyzed and interpreted, along with interview data, based on the
emerging data and theoretical sampling methods. Policy analysis provided a structural context
for RS prevention processes, opening up possibilities for data analysis, and lifting the theoretical
abstraction. Policy texts were sought based on theoretical sampling methodology. This was
intentional to evaluate how national RS prevention and elimination policy has been translated,
and implemented in this region of Southeastern U.S.
Purposive Sampling: Policy Texts
Rather than viewing policy documents and texts as separated from the social process and
professional practice of RS prevention and elimination, documents were sampled concurrently
with interview participants’ data. The data extracted from these documents were analyzed as
“active agents involved in the configuration of the very settings in which it is found” (Prior,
2010, p. 417). Policy texts are assumed to play a dominant role in structuring and restructuring
the field, and influencing social interactions and organizational strategies. This content is viewed
as both substantive and symbolic. In order to understand the multi-dimensional context of RS
prevention and elimination, the policies designed to structure this practice in the physical world
of people and actions must be interpreted (Yanow, 2000). Restraint and seclusion prevention
practice symbolically represent the formal and informal policies that have meaning for the
participants. Policy texts included in all the data analysis included the APNA (2007) policy brief,
CMS Final Rule (2006), The Joint Commission standards (2009), recent SAMHSA policy brief
(2011), and Tennessee Code Annotated.
Explanation of Study to Participants
Participants were informed that the aim of the study was to understand the processes
related to RS prevention and elimination, the role of the RS prevention policy, and the
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facilitators and barriers to RS prevention on adult psychiatric units. Participants were informed
of the risks related to discussing emotionally distressing events, and were reminded of voluntary
participation. Participants were asked not to use real names, facility names, or any identifying
characteristics during the interview process in order to protect the integrity and confidentiality of
co-workers, patients, or organizations. When describing any past violent or aggressive behaviors
of patients or staff, participants were instructed to leave out real names of people or places. If
participants revealed unethical staff behavior during the interview, I encouraged the participant
to report such behavior to the employee’s ethical compliance department. I asked participants to
tell me their understanding of the study’s purpose before starting the interview process, and
inquired about any unanswered questions about the purpose of the research.
Setting Up Interviews
Interviews were set up to accommodate the individual participants. Once contact was
made and the participant agreed to be interviewed, arrangements were made for a time and place
at the participant’s convenience. I did not interview individual participants at any hospitals or
healthcare facilities to provide a confidential and safe environment for the participant.
Participants were asked about their comfort level with using an audio recorder. Some
administrators agreed to be interviewed individually, and did not formally represent the views of
their employers. I did interview a national level policy-maker by telephone per the participant’s
request. Some potential participants agreed to the interview initially, but later could not find the
time. I stopped trying to re-contact participants after two unsuccessful attempts.
Role of the Researcher
The researcher doing GTM is encouraged to stay close to the studied world, enter the
field, and to develop theoretical concepts from empirical data, which are repeatedly synthesized
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and interpreted to show relatedness (Charmaz, 2005). The researcher does not play a neutral,
passive part in the process of data collection and analysis. Instead, like study participants, I made
assumptions about this research project based on prior knowledge, values, social status, and
purpose of this study. Charmaz (2006) see researchers as “obligated to be reflexive about what
we bring to the scene, what we see, and how we see it” (p. 35). Incorporating a constructionist
worldview, I tried to stay reflexively aware of how my own biases and preconceptions affected
the data collection and analysis. I came to the research with my own set of values, assumptions,
feelings, and beliefs about RS prevention and elimination rooted in professional nursing
experience with involvement in prior quality improvement initiatives in another state. I engaged
in dialogue with mentors and psychiatric nursing experts to help with identifying my own biases
and preconceptions related to this research. In considering my own experiences in the field, I
have come to believe that transforming mental health care and treatment on inpatient psychiatric
units begins with the prevention of RS. Not all participants or field experts share my views or
opinions. Psychiatric healthcare workers from different professional disciplines do not value RS
prevention and elimination equally.
A criticism of GTM is the lack of reflexivity about research processes and products in
relation to power and authority, and the “production of official and unofficial knowledge”
(Clarke, 2005, p. 12). In the original grounded theory method, the researcher was positioned in
the research as more of a “neutral knower” (Lempert, 2007, p. 247). I understood my role as
participating in the development of an emergent, substantive theory grounded in the views and
perspectives of research participants in a locale, within the context of organizational, state and
national policy. My researcher-clinician perspectives are both etic and emic. I identified as both a
“psychiatric healthcare worker” and a researcher. Preventing and eliminating RS have both
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personal and professional value for me. As a long-time psychiatric nurse, I have been profoundly
affected by the use of RS. Not all psychiatric healthcare workers believe that the prevention and
the elimination of RS are possible in the domains of practice and treatment. I tried to remain
open to all perspectives and beliefs, although this proved to be difficult at times. I am not a
passive observer in the psychiatric healthcare setting.

Data Collection and Analysis
The logic of GTM guided the methods of data collection as well as theory development
(Charmaz, 2006). Sensitizing concepts and disciplinary perspectives provided the starting point
for data gathering. I sought participants from different professions, facilities, and Southeastern
states. A local acquaintance assisted me by contacting potential participants in the community
where she worked. A balance was struck between a reliance on literature to begin with, and
having a level of understanding to provide an orientation to the phenomenon of RS prevention
(Bryant & Charmaz, 2007). As an experienced psychiatric nurse, I brought certain ideas and
perspectives related to the phenomenon of RS prevention and elimination to this research. My
intent was to clarify the tacit and implicit knowledge of psychiatric healthcare workers in the
field of inpatient psychiatry in a locale, related facilitators and barriers to prevention and
elimination of RS, and the role of prevention policy. Prior research showed that there were
differing levels of awareness regarding how to successfully prevent and eliminate RS, and that
prevention policies regulating RS use differ drastically among states and facilities.
The consequences of knowledge made available and practices engaged in are “made real
in collective and individual life” (Charmaz, 2005, p. 514). My data gathering focused on creating
a theoretical representation of how psychiatric healthcare workers prevent and eliminate RS,
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from various individual, institutional and collective organizational standpoints. Semi-structured
interviews were conducted once with each participant. Codes and categories emerged during the
data gathering process. Four structured questions were formed and became part of the interview.
The question, “How do psychiatric healthcare workers prevent the use of RS?” assumed
that there is a set of standard, routine practices that psychiatric healthcare workers engage in and
follow without always being cognizant of these collective and individual processes. Another
assumption was that there are formal and informal ways of knowing and practicing, both tacit
and implicit, which have consequences for psychiatrically hospitalized patients, families,
organizations, communities and staff. The descriptive answers to the first research question dove
deeply into practice issues surrounding RS. The question, “Are you aware of any RS prevention
policy?” explored knowledge of the rules of the field and collective beliefs. “What are the
facilitators and barriers to prevention?” reconfigured into “What works or doesn’t work?” which
prompted an examination of perceptions of the environmental resources available including
workforce expertise, attitude, and skill of psychiatric healthcare workers.
Although not asked forthright, the following questions, “What are the formal and
informal rules, and whose interests do they represent? What are the consequences for patients
and staff?” guided some of the background discussions I had with participants, looking for
descriptive data related to the informal rules and consequences for patients and staff. As data
gathering progressed, I added another question to the structure: “Do you think you have the
resources to prevent RS?” This question explored the resources and support that participants
perceived in their workplace environments, or the types of support they felt were missing. This
last question emerged organically as participants struggled to identify barriers to prevention.
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Resources are a key concept that allowed me into the practice worlds and workplace
environments of the participants.
Individual semi-structured interviews were conducted using open-ended questions to
gather rich data. Open-ended questions allowed the participants to express their views in their
own terms and style. The interview guide was included in the Appendix. After establishing
rapport with the participant, I asked the participant: “Tell me about a time when you saw a
patient who could potentially be restrained or secluded and you prevented it. What did you or
other staff members do to prevent it?” I sought the participant’s descriptions, beliefs, feelings,
definitions of terms, situations, values, and events; trying to keep the focus on the prevention
processes that the participant viewed positively. The emphasis was on the processes engaged in
the workplace, those which the participant viewed as valuable and helpful in preventing the use
of RS. Part of the discovery process for me was looking for cues about feelings and meanings
that articulated participants’ experiences in the field (Charmaz, 2011).
Data gathered from initial interviews were transcribed, analyzed, and coded into
emerging categories concurrently. Data collection and analysis cannot be separated (Morse,
2007). As data gathering and analysis continued, more questions about policy and resources
emerged, and administrators and policy makers were contacted for interviews. According to
Charmaz (2006), GTM works best when the grounded theorist collects and analyzes the data,
ensuring that emerging nuances of meaning, structure and process are explored at the same time.
Data analysis was ongoing with the help of the grounded theory interpretive group, and
participant experts in the field of RS prevention and elimination. The sampling process was built
theoretically on the concurrent analysis and emergent theory. As concepts were developed, data
was gathered to substantiate the claims.
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Theoretical Sampling
Theoretical sampling was used at all times during data collection, coding, and analysis to
seek more clarification of categories and concepts (Charmaz, 2005). After completing five
participant interviews from one psychiatric facility, with concurrent data analysis, data were
coded and analyzed for meanings related to the basic individual, institutional and organizational
processes that psychiatric healthcare workers engaged in to prevent the use of RS (Charmaz,
2006). Following these initial interviews, I looked for participants that offered a more varied
account of the phenomenon of RS prevention. I sought participants who worked in several
locations, and from different types of healthcare organizations. This data gathering led to a
systematic exploration of RS prevention policy, and how it is understood and implemented by
psychiatric healthcare workers in this locale.
Theoretical sampling included the use of policy and regulatory texts, along with
interviews of policy makers at the state and national level. As categories emerged, appearing to
be related and looking like concepts constituting a theory, data and participants were specifically
sought out to develop the properties and characteristics of those categories. Theoretical sampling
guided the data collection to focus on the identified emerging categories and their properties. The
categories related to RS prevention, identified through the collection of these interview data,
could not be known in advance. Theoretical sensitivity called for a more organic, emergent
process of data collection. Therefore, theoretical sampling directed the choice of participants to
seek a strongly heterogeneous understanding of emerging process categories from the individual
(micro), institutional (meso), to the collective organizational (macro) level. Individuals from
different types of facilities, including the Veterans Administration, state hospitals, free-standing
not-for-profits, general hospitals for profits, general hospitals not-for-profits, general hospitals
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university-affiliated, and from different Southeastern states, were sought to compare emerging
codes and categories to assist with theory development. Coding the data began with the first
interview, and was continuous throughout the research process.
Coding
Coding was the first analytic step in the data analysis process, and “generated the bones
of the analysis” which were then put together by theoretical integration to form a “working
skeleton” (Charmaz, 2006, p. 45). Coding made the connection between the collected data and
the emerging theory. “Through coding, you define what is happening in the data, and begin to
grapple with what it means” (Charmaz, 2006, p. 46). Glaser (1978) suggested that initial line-byline coding begin with four questions: (1) What story do the data tell about the study? (2) Does
the data suggest a theory? (3) Whose point of view is reflected in the data? (4) What theoretical
categories does the data draw a picture of? Charmaz (2006) uses these questions in her GTM. I
began to develop categories related to RS prevention practice and processes by examining the
actions in each segment of data by interpreting their meanings. The coding process involved the
identification of the language of action related to the practice of RS prevention and elimination
contained in the raw data. Some codes changed during analysis to improve the fit. For example,
when participants described checking in with themselves, the code started as checking in, then
with concurrent analysis and further data collection, the code changed to self-awareness as
properties became more defined; this code eventually gave way to the category of selfmonitoring, then self-regulating.
As these categories developed, focused coding was used to find the broader categories
that encompassed some of the more detailed processes described by participants. For example,
the category of knowing or not knowing what works, incorporated the practice actions of de-
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escalating, distracting, talking, listening, and redirecting. Focused coding allowed some of the
categories to be analyzed together because the boundaries of these codes and categories were
difficult to delineate. Many of these practice actions overlapped, and could not be explained
without examining how they fit together with the other categories (Saldana, 2009). Fit is the
degree to which the codes articulate accurately the meanings and actions represented in the data,
which then can be placed into categories (Charmaz, 2006).
Fit and relevance are two criteria for completing a grounded theory analysis. Carefully
constructed codes fit easily into categories that develop into theoretical concepts. The completed
theory must fit the empirical world it analyzes, give a concise understanding of this social world,
confront the problems and processes within it, and permit a flexibility that accounts for change
over time (Charmaz, 2005). GTM analysis is relevant when “an analytic framework that
interprets what is happening, and makes relationships between implicit processes and structures
visible” is created (Charmaz, 2006, p.54). Rigorous and systematic inquiry of action and context
make a study more credible, and advance the aims of social justice researchers (Charmaz, 2005).
Fit and relevance were improved with the use of the University of Tennessee’s
Phenomenology Research Group and the University of Tennessee, College of Nursing,
Grounded Theory Group. The phenomenology research group provided an interdisciplinary
perspective, providing me with feedback regarding interview style and insight related to the
phenomenon of interest. The manner in which data were coded and interpreted was based on my
disciplinary background and perspective. However, the coding process helped me to gain a fresh
look at the phenomenon being studied, and to avoid preconceptions and taken-for-granted
assumptions (Charmaz, 2006). The grounded theory group helped with the coding and analysis

116
process to increase credibility and confirmability, and to balance my own biases, beliefs,
feelings, notions and assumptions.
Comparative Methods
Making comparisons among data, codes, and categories is the backbone of GTM
analysis, and moves conceptual understanding to higher levels of abstraction. Constant
comparisons involve the “interrogation of relationships between your categories, and
fundamental aspects of human existence such as the nature of social bonds or relationships
between choice and constraint, individuals and institutions, or actions and structures” (Charmaz,
2006, p. 179). Charmaz (2006) sees comparative methods as tools that both shape the content of
the grounded theory by interacting with world views, policies, standpoints, situations that happen
in research sites, and emerging ideas about data; constantly re-interpreting these interactions as
the theory develops. Comparisons lead to novel ideas about structural and organizational sources
of knowledge and practice relevant to the phenomenon of interest (Charmaz, 2005).
In this research project, I explored the participants’ meanings and processes related to the
prevention of RS within the context of individual social relationships, institutional norms, and
formal policies. The focus was originally on the processes engaged in the workplace that
successfully prevented RS interventions. As data collection and analysis progressed, it became
necessary to explore more policy implications at the state and national levels to construct a more
accurate account of these processes, and to interpret how policies affect or do not affect practice.
I compared categories of knowledge generated from the individual standpoint (micro), the
institutional standpoint (meso), and the standpoint of the collective organization (macro).
Spending time in the professional field of practice enhanced my ability to compare, deconstruct,
and reconstruct meanings emerging from the interview data. Attending several psychiatric
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nursing conferences and poster presentations enhanced my fluency of the topic and my ability to
speak the language proficiently.
Memo Writing
Memo writing is described as the fundamental process of researcher and data interaction
that leads to a grounded theory. Writing memos throughout all stages of the research process, I
explored and theorized about emergent patterns that later became codes, categories, concepts,
and the propositional linkages of a grounded theory (Lempert, 2007). This was the pivotal
intermediate step between data collection and draft writing. Memos helped me to identify the
codes that made up categories related to RS prevention, and prompted new ideas about
processes, assumptions, and actions included in codes and categories. Memo writing created the
space where ideas about what I heard, saw, sensed, and coded could be explored further. The
formation of categories was preceded by defining properties, characteristics, and consequences
through memo writing about codes. Here, I was able to interpret what participants were telling
me, going beyond their use of everyday language. Writing memos about codes from the
beginning of the research process assisted in clarifying what was happening on the individual
(micro), institutional (meso), and organizational (macro) levels, and subsequently moved the
coding process toward the creation of conceptual categories related to the practice of RS
prevention (Charmaz, 2006).
Data Saturation
According to Charmaz (2006), data is saturated when gathering new data does not
produce any fresh theoretical insights, or give new properties to core categories. Glaser (1978)
recommends assessing category saturation by asking:
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Do comparisons between data, within and between categories, improve
understanding?



What sense do you make of the comparisons?



Are there any new leads?



Do comparisons still clarify theoretical categories?



What kind of path does the categories lay out?



What new conceptual relationships can be seen?

Morse (2007) views processes of data saturation to be a critical component of qualitative
research, ensuring replication and validation of data, and that data is reliable and valid.
Saturation was reached when gathering new data did not provide more information about the
properties or characteristics of categories, or kindle theoretical insights into RS prevention and
elimination (Charmaz, 2006). Grounded theory group experts assisted with determining
saturation points by reviewing transcripts, and viewing the developing models of understanding.
Sampling of participants ceased when data saturation occurred. This occurred after interviewing
twenty-one participants.
Protection of Human Subjects
The potential risks for harm of participants were related to the nature of the subject. The
use of RS can be distressing to healthcare workers employing it. Talking about RS could have
been upsetting to psychiatric healthcare workers who have participated in these interventions;
bringing up the subject could have triggered emotional reactions. Participants filled out a Life
Events Checklist which also could potentially bring up painful memories. Participants were
asked not to use proper names when describing behaviors of patients or co-workers that could be
considered dangerous or assaultive. I am a psychiatric nurse practitioner, and assisted with
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debriefing after the interviews. None of the participants became emotionally stressed during or
after the interview. However, if they had, I would have referred them to an appropriate
healthcare provider or service. Several participants thanked me for the opportunity to talk about
these issues with another professional in the field.
Confidentiality and Data Security
Other ethical concerns were related to the integrity of psychiatric facilities, hospitals or
units described. Institutional names were not included in any transcript, and participants were
asked not to use names or places during interviews; however, if they did use actual names, they
were disguised with pseudonyms or “Institution A, B, C etc.” in any analysis or publication. No
identifying data was used during the analysis or in the research report. All possible identifiers
were removed from audio and written data. I removed any material that could possibly be linked
to any specific person, institution or unit, prior to sharing transcripts in any research group.
Before the interview, I explained elements of informed consent related to study
participation and the participants’ level of understanding was assessed. Language used reflected
a sixth grade reading level. Following the oral explanation, the participant read and signed the
informed consent statement. The participant received a copy of the informed consent statement
for their records. An information sheet explaining informed consent was given to the participant.
Signed informed consents will remain in a locked file cabinet in the office of Dr. Joanne Hall,
my dissertation chairperson, for 3 years following the study’s completion. Transcribed data will
remain in a locked file, in my possession, for up to 3 years following the dissertation defense.
Audio recordings will be destroyed upon completion of the analysis. The dissertation chair,
dissertation committee, and members of the UTK IRB have the right to view and listen to the
raw data, if deemed necessary. Written transcripts will be kept for up to 3 years following
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dissertation defense, and will be kept in a locked file at the University of Tennessee, College of
Nursing.
Confidentiality was maintained. No identifiers remained on transcribed data or
demographic forms. Audio recordings will be destroyed after the dissertation defense; until that
time, the dissertation chair and the IRB will have access to them. The transcribed interviews and
demographic forms were given matching identifiers. The transcriptionist that I utilized signed a
confidentiality statement. I controlled access to all data. Transcribed interviews were analyzed in
the University of Tennessee phenomenology group and the College of Nursing’s grounded
theory group, however, I maintained possession of all material. Files were stored on my private
computer and were password protected. Grounded theory team members, transcriptionists and
consultants signed confidentiality forms (Appendices G and H).
Evaluative Criteria
Credibility
There are a series of questions that I asked to evaluate the credibility of the research:


Has familiarity with the research topic and setting been established?



Do the findings ground the theoretical analysis?



Are the breadth, insightfulness, and number of observations contained in the data
enough to demonstrate systematic comparisons among categories?



Do the categories adequately cover the variations in observations described by
participants?



Are there logical links between the gathered data and analysis?



Is there enough evidence for the reader to follow the argument and agree with the
analysis? (Charmaz, 2006, p. 182)
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The largest threat to credibility was the possibility of gathering poor data, which would
be difficult to analyze, or interpret with any depth or insightfulness (Morse, 2007). This was not
an issue with this research, as most of the interview data was rich, coded easily, and data
saturation occurred. All decision-making regarding interpretation of theoretical processes were
convincingly explained with the use of a systematically detailed audit trail. Credibility was
enhanced with the use of the grounded theory interpretive group, expert consultation, and
participant validation. As interview data produced the beginnings of a theory, I was able to check
on my analysis and theoretical hunches with participants who helped to evaluate and re-evaluate
results during interviews. I asked specific questions of participants when I struggled to
understand emerging categories and concepts. For instance, I did ask specific questions about
what resources participants thought were lacking in their workplace environments that could help
with RS prevention practice actions. Asking direct questions helped clarify categories related to
resources.
Originality
The questions used to assess this study’s originality were:


Do the categories identified provide new insights?



Does the analysis provide a new conceptual framework?



Does the work have social and theoretical significance (Charmaz, 2006, p. 182)

Presently, there is no GTM analysis in the literature that explores the processes of RS
prevention and policy implementation in the Southeastern U.S. Most of the nursing research and
quality improvement projects documented in the literature have been conducted in the Northeast
and Midwest. This research has some originality, as data were collected in a region of the
country where limited information is available. Originality also depended on the quality of the
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collected interview data, field notes, memo writing, and the analysis process. Using the
theoretical framework deduced from Bourdieu adds to this study’s originality. Some of the
categories in the analysis provide new insights for RS prevention implementers. There is no
comprehensive theoretical examination of RS prevention that addresses policy implementation in
a locale. The comprehensive theoretical explanation of RS prevention science will be useful to
practitioners, organizations, researchers, educators and policy makers. This theory was the result
of interview data with psychiatric healthcare workers who have been actively engaged in
inpatient psychiatric practice, and with national and state level policy makers, documents
consisting of policies and regulations related to RS prevention, and the unique perspective of
Bourdieu’s theory of practice.
Grounded theory methodology and analysis, paying particular attention to action and
context informed the overall research process. Charmaz’s (2006) evaluative criteria were closely
adhered to.
Resonance
Resonance is assessed by Charmaz (2006) using the following four questions:


Do the categories tell the story of the studied phenomena?



Have taken-for-granted, every day meanings been completely explored?



Have the intersectional links between larger organizational collectives, institutions
and individuals been made when the data indicate?



Does the grounded theory make sense to the participants, or offer them deeper
insights into their lives and worlds? (p. 183)

Participants were given the opportunity to critique my thinking about the phenomenon
during the interviews. As I developed hunches about what the data was saying, I asked
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subsequent participants to elaborate on the topic to help clarify my thinking informally. When I
had questions about what was going on in the data, I asked the next few participants to help
validate my thinking, or to correct a misguided notion. Several participants thanked me for the
opportunity to talk frankly about the issue of RS prevention, and appreciated my interest in their
work lives. Some participants held different beliefs and attitudes than I do about RS prevention
practice. Many do not believe the practices of RS can be eliminated from psychiatric care
environments.
The opinions of experts in the field of RS prevention at the state and national levels were
interviewed and consulted. As the analysis continued, it became clear that a better understanding
of the RS prevention process required looking at the larger organizational structures. The
comprehensive nature of the resulting theory, grounded in the constructed categories and in-vivo
coding, reflects the depth and breadth of this complex phenomenon. I am confident that this
grounded theory will contribute to enhancing psychiatric nursing practice, RS prevention policy
and research.
Usefulness
True to the pragmatic roots of grounded theory, Charmaz (2006) asks:


Does the analysis offer interpretations people can use in their everyday worlds?



Do the categories suggest any generic processes, and have you examined them for
tacit implications?



Can the analysis ignite further research in other relevant areas?



How does your work contribute to knowledge and making a better world? (p. 183)

The usefulness of this research relied on the quality of the data and analysis. One of the
goals for this research project was to develop a substantive theory of RS prevention for practice,
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policy and research. This substantive theory will assist future research interventions, and quality
improvement projects designed to prevent RS, as well as provide theoretical guidance to
researchers, policy makers, and clinicians. Because there are few research studies specifically
looking at the psychiatric workforce and work environment issues in the Southeastern U.S., this
research should encourage other researchers to investigate related issues such as workplace
violence and prevention, and the role of the accrediting agencies in preventing RS in psychiatric
hospitals.
According to Charmaz (2006), “A strong combination of originality and credibility
increases resonance, usefulness, and the subsequent value of the contribution” (p. 183). This
study stands to make a useful contribution to RS prevention and elimination science by
increasing understanding of the practices of psychiatric healthcare workers in a locale, enhancing
the validity of future quality improvement interventions, and making actionable knowledge
accessible to all stakeholders.
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Chapter 4
Findings
Introduction
The purpose of this GTM study was to (a) explore and understand the processes that
psychiatric healthcare workers engage in to prevent and eliminate the use of RS on inpatient
psychiatric units, the role that RS prevention policy plays, and the facilitators and barriers related
to RS prevention, and (b) to develop a substantive theory for use with quality improvement
interventions, research, practice, education and policy-making. In this chapter, the findings are
presented in an outline form corresponding with the following four study questions:
1.

How do psychiatric healthcare workers prevent the use of RS?

2.

Do psychiatric healthcare workers have the resources to prevent RS?

3.

What is the role of RS prevention policy?

4.

What are the facilitators and barriers to prevention?

Table matrices containing participants’ verbatim responses to the first three, individual
study questions are contained in the Appendix. To assist with organizing and coding the
transcribed interviews and policy texts, I used the NVivo 9® computer software program. This
allowed me to code the data in hierarchical nodes for collapsing and developing categories.
Visualizing initial models for theory development and analysis were prepared using this
program. Although the computer analysis does not take the place of line-by-line coding, it was a
helpful tool to search large amounts of data for common language, meaning and concepts; and
make comparisons. Recording relationships among codes and data sources in this way was
extremely beneficial and time-saving.
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As the process and focus coding progressed, an in vivo category re-emerged from the
first interview transcript that crystallized the theoretical analysis pertaining to practice. Memotaking traced the development of the higher level concepts back to the in vivo codes found in the
first cycle processes. Examining these re-emerging codes and categories related to resources
such as staffing patterns, time and space, the in vivo quote, “it’s just the business we are in,”
summed up the tensions between, and among: (a) the belief in and the knowledge of the
possibility of prevention practice actions, and (b) the acceptance of structurally defined and
objectively imposed limitations on prevention practice. The in vivo quote, “It’s just the business
we are in” points to the objective meaning that this business of RS prevention has for
participants. The more psychiatric healthcare workers incorporate the language of economics and
the metaphor of business, and accept the forces of the market, the less time and other resources
are perceived to be available to make moral decisions about the human beings in their care. The
more the business model is emphasized, with a focus on its limited resources, whether it be real
or perceived, the more psychiatric healthcare workers are constrained by a sense of acting out of
necessity, rather than acting out of a sense of moral freedom, or duty to care for their patients.
The following participant quote sadly depicts what it means to be in the business we are in:
Uh-ha, yeah, definitely, we don’t have the space, and I think administration gets
frustrated with that too. You know, dealing with a building that really just, that needs, we
need, I mean it’s awful. It’s painfully obvious. I even know that engineering gets
frustrated trying to keep up. Ah, you know, uh, it’s just the business we’re in, that, butum, it takes a lot [money] to get a new building. (Pause). (Bertha)
In attempting to explain, literally and physically, what gets in the way of RS prevention
practice, Bertha brings up the building she works in. Not only does she reveal her frustration
about the space, she alludes to this lack of resource as being “painfully obvious.” The structure is
awful. Looking to the future, “but- um, it takes a lot to get a new building,” she does not have
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confidence that there will be enough resources to fix the dilapidated building in which she works,
because it will take a lot of money. Everyone is frustrated trying to keep up with the physical and
structural deterioration of the building. The building takes on symbolic meaning, and delivers a
message that is unmistakable. It is hard to prevent RS use when the structures around you are
constantly falling apart. Bertha, a nursing unit manager, is resigned to this worn out predicament
for herself, her co-workers, and her patients. Fatalistically, she declares, “It’s just the business
we are in.” Janna, a recreational therapist, does not believe there is enough money for the
supplies needed for her to engage the patients in meaningful activities because she works in
mental health. Working in mental health means there is a natural consequence of going without
the resources you need.
Well, ‘cause you’re working in mental health, you know? It’s – it’s – it’s the
nature of the business that it’s gonna be all over the place and – and it’s not gonna
make money and it’s – you know, they – leadership wanted the patients to learn to
sing opera. And I – I told them, I’m like, “Um, I don’t think that’s gonna work.
Um, that’s not our patients. (Janna)
Janna sees, “It’s the nature of the business, it’s going to be all over the place…it’s not
going to make money.” The overall core category becomes “Nature of the Business.” “Nature of
the Business” includes the relational aspects in, and among, the way psychiatric healthcare
workers see RS prevention practice; the way the message of RS prevention practice gets
managed structurally, and the way federal level policy gets constructed. These categories relate
to the Bourdieusian concepts of practice, habitus and field, correlating with micro, meso, and
macro level analysis. This theoretical analysis develops from the ground up, originating in the
social world of practice, where the implementers implement policy on the local level (Yanow,
2000).
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In contrast, a federal level administrator gives her input on the ways they have been doing
the business of RS prevention. Glenda’s message is offered optimistically in opposition to
Janna’s. Glenda, a national level policy maker, allows her opinion on how federal RS prevention
policy gets translated and implemented. Taking a strong look will uncover how they have been
“doing business” on the local level. The desire to look at this business is a prerequisite to
changing the culture.
Uh, I think, uh it’s a desire to really take a strong look at the ways they’ve been
doing business… (Glenda)
Continuing, Glenda says, “that RS prevention does not cost extra money or take more
resources.” She says, “it is a cultural and attitudinal shift.”
I mean it doesn’t really cost any extra money. It’s a cultural and attitudinal shift,
it’s a change of heart. It doesn’t cost anything. It’s a culture. What we do is free,
there is no dollar sign attached. Not only that, to tell you the truth, it would be
more cost efficient [to prevent RS]. I mean look what happens with worker’s
compensation, or staff injuries or calling out [sick]. I mean when you have
restraints and seclusions it’s as traumatizing to the staff as it is the patients who
are being restrained. You know? So I would have to say that the staff, even
if they are not bleeding, what happens to them psychologically? Because they are
in an environment where - what they are doing to people all the time effects them.
That’s the long term effects of violence, you know? There is nothing therapeutic
about that. So that’s, you know, that’s where it’s at. (Glenda)
Paradoxically, from Glenda’s standpoint, RS prevention practice saves money, rather than
costing extra. Adding up the physical, emotional and financial costs associated with psychiatric
healthcare workers’ exposure to violence from RS use is far more costly. The macro level
category becomes the in vivo quote, “It’s a Change of Heart.” Participants working on
psychiatric inpatient units see themselves as being limited in their actions by the business they
are in, namely due to a lack of money and resources. Glenda says that it is free. Somehow the
message is not being translated. The limiting factor for psychiatric healthcare workers is
precisely the business they are in. This forms the contextual background for this unfolding,
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polyvocal story of how psychiatric healthcare workers prevent the use of RS.
Bourdieu & Wacquant (1992) implore researchers to understand the necessity of what is
being done in the social world to discern sites where freedom and tolerance can be leveraged to
create openings for moral action. Charmaz (2005) agrees with this epistemological premise,
encouraging the use of critical theory to broaden understanding of the core phenomenon and to
increase the social and political significance of the GTM analysis. The following categories and
concepts chronicle the ways in which psychiatric healthcare workers organize meanings, and the
ways that the explicit and implicit rules of the field are acted upon in practice. Preventing
psychiatric restraint and seclusion is just the business we are in.
Nature of the Business
The next section contains the major findings organized by study questions. Six major
findings emerged from this research study. The next paragraphs outline the major findings in
bolding which are followed with more detailed passages of participants descriptions along with
basic definitions common in the world of psychiatric inpatient units,
1. Knowing or not knowing what works. There is heterogeneity in the way psychiatric
healthcare workers define and describe RS prevention knowledge and processes.
However, the majority of participants answered the first interview question using
normalized psychiatric treatment language such as de-escalating, redirecting, distracting,
talking, removing stimuli, self-regulating, and listening. Participants had no trouble
conjuring up images of staff members’ attempts to prevent RS, sometimes struggling
with the precise, nuanced wording to explain their experiences or implicit knowledge.
Prior to acting, reading the signs emerged as a category. Not all participants believe that
RS prevention and elimination is possible. A few (4 out of 21 [19%]) participants stated
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unprompted that they would not work in a facility where the use of RS were not accepted
options.
2. Facing challenging moments without resources. The overwhelming majority of
participants (19 out of 21 [90%]) did not feel that they had the resources to prevent RS
use. Staff shortages, along with a lack of education and time, were often cited as
problematic challenges in the workplace. The physical environment, architectural layout,
staff time, staffing patterns, institutional culture, and unit space were frequently found to
be deficient.
3. Being unaware of prevention policy. More than half (14 out of 21 [67%]) of the
participants were unaware of any RS prevention policies. All participants knew of some
policies related to how to use RS, but few had specific knowledge of institutional
prevention policies. The discussions on policies often centered on policies that were
“passed down” to psychiatric healthcare workers from the administration, or from state
and federal policy makers. A few (4 out of 21 [19%]) of the participants, mostly
administrators, had participated in the creation of prevention policies.

4. Being respectful, staying calm, caring about patients (individual strengths) and
meeting people where they are, leveling the playing field, attending to safety risks
(organizational strategies). The facilitators of RS prevention and elimination practices
were grouped broadly into two categories, individual strengths and organizational
strategies. Participants viewed education, leadership, administrative support, and
appropriate staffing to be the organizational priorities that facilitated the practice of RS
prevention. The individual strengths identified by participants were related to personal

131
attributes of the staff, which included caring about patients, being calm, believing RS
prevention and elimination is possible, using humor and focusing on self.
5. Feeling devalued, being prideful, and jumping the gun as barriers (individual
weaknesses) and not being listened to, not participating in policy-making, fearing loss
of employment (organizational obstacles). The barriers to RS prevention and elimination
were grouped into similar categories of organizational obstacles and individual
weaknesses. Organizational obstacles included the perception of scant resources allocated
to specific RS prevention practices, and staff not being listened to or included in policymaking processes or decision-making. Individual weaknesses attributed to staff consisted
of characteristics such as being burnt out, lacking patience, having no confidence or
being fearful, and behaviors such as rigidly enforcing rules, being prideful, exhibiting
intolerance, disrespecting patients, insisting on maintaining control, or not understanding
mental illness
6. Seeing others hurt and experiencing fear. All of the participants [100%] had seen
patients or other staff members injured during a restraint or seclusion. The majority of
participants [16 out of 20 (80%)] reported on the Life Events Checklist that they had
themselves been the victim of a physical assault; for example, being attacked, hit,
slapped, kicked, or beaten up at some point in their lifetime. Two participants had firsthand knowledge of deaths that were the result of using restraints, one in a psychiatric
facility and one in a prison (restraint chair).
Knowing or Not Knowing What Works
Defining restraint and seclusion. There is variation in the ways in which psychiatric
healthcare workers describe the RS prevention process. This is not a surprising finding,
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considering the difficulty there can be with defining and measuring what constitutes a restraint or
seclusion, or the least restrictive alternative at any given moment in time, together with the
mixed messages contained in policy phraseologies. For instance, terminology like physical hold,
therapeutic hold, and basket hold are used interchangeably by participants in various ways,
suggesting there is no definitive understanding that these interventions are also considered to be
a form of physical restraint, and regulated as such. It is postulated that the origins of this
confusion start at the policy level where state laws and regulations do not always use the same
verbiage as federal regulations promulgated by CMS (2006). Defining or measuring the least
restrictive mode of treatment is equally perplexing.
The established civil rights of psychiatrically hospitalized persons include the principle
that patients have the right to experience the least restrictive means of treatment. On the surface,
this concept appears straight-forward. In practice, “distinguishing among these interventions
on the basis of restrictiveness proves to be a purely subjective exercise fraught with personal
bias” (Sadock & Sadock, 2007, p. 1376). While definitions are blurry, processes determining the
least restrictive interventions are abstruse. Boyd, Bell & Williams (2008) clearly state that
restraints are “the most restrictive safety measure” (p. 177). However, this assumption can easily
be challenged as the use of restraints has not been conclusively verified as being more or less
restrictive than seclusion or chemical restraint, especially from the standpoint of the hospitalized
person (Bergk et. al., 2011). Along with determining zones of least restrictiveness, psychiatric
healthcare workers are faced with multiple methods, devices and schemes for carrying out RS
interventions. Jack discusses his dilemma with a doctor who wanted to seclude a patient who was
banging their head; he is judging the best case scenario for the appropriate level of intervention
or restriction.
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I’ve never seen anyone injured from a mechanical restraint. Uh, whether it be
mitts, a bed-net, a restraint chair, I, personally, in – in, like I said, seventeen years,
on and off, of doing this, I’ve never seen anybody injured in – by a mechanical
restraint. You know, read lots – uh, about lots of people dying – from them or
being injured – but I’ve never seen it myself. Um, I have seen people become
injured from seclusions, uh, the – the person secluded, because it was an
inappropriate method for the patient, you know? Um, had a doctor one time want
to seclude a patient that was banging their head. “Oh, they’re banging their head.
Seclude them.” “No,” I said (laughs), ‘cause they’re still gonna continue to bang
their head if you seclude them. Uh, you know, you have to pick the appropriate
form of restriction, if there has to be one. (Jack)
The surest way to deal with psychiatric emergencies is to be well coordinated, organized
and rehearsed (Keltner, Schwecke & Bostrom, 2007). The Joint Commission Standard
P.C.03.05.01 recommends that restraint be used only as a last resort, when a patient has become
an imminent danger to themselves or others (CCG, 2011). Schwecke (2007) describes the use of
six to eight psychiatric healthcare workers, along with hospital security officers as needed, to
safely control a person during a restraint to ensure that staff members and patients remain injury
free. Psychiatric nursing textbooks mostly shy away from using language such as therapeutic or
physical holds when describing processes related to RS use. Boyd (2008) includes chemical and
physical restraints under the broad heading of restraint. Because patients have the right to refuse
medication, unless there is a clear threat of imminent danger, persons who are assessed to be in
need of chemical restraints usually need to be placed in a physical restraint for the medications to
be administered (Schwecke, 2007). These scenarios often combine the use of both physical and
chemical restraints. Martha gives an example, and talks about medication holds; yet another term
without a clear definition regarding regulative language.
Well, the last restraint that I did was for a psychotic patient, but, um, she wouldn’t
talk to us. She was mute and – she wasn’t mute. But she was being selectively
mute. And she wouldn’t any – she wouldn’t take any medications by mouth. Um,
she was – she was saying things that really weren’t making any sense,
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nonsensical, and was, um, screaming. And she kept getting more and more
agitated, loud, and threatening. But she didn’t actually act out any aggression but
she – you could see that she was building up to that. Um, so, um, we do – we
do medication holds – when – when we have to – when all else fails – we’ll have
to do a medication hold. (Martha)
Boyd et. al. (2008) describe several apparatuses under the category of physical restraint
such as wrist, walking, ankle, three-point, four-point and five-point, and omit bed-nets or blanket
restraints. Participants in this study mention the use of bed-nets, rather than the more standard
four-point restraint intervention. Tennessee Code Annotated [TCA] Chapter 0940-3-6, §02
(2008) delineates “the use of a mechanical device, material, or equipment attached or adjacent to
the service recipient’s body” (p. 3), as a mechanical restraint, under the heading of physical
restraint. The description of a bed-net fits the CMS (2006) definition of a physical restraint,
while in applying TCA (2008) regulations, the bed-net is considered to be a mechanical restraint.
Sheila talks about using a bed-net with a patient to restrain him. As a device, the bed-net is not
commonly described with the other mechanical restraints in psychiatric nursing or medical
textbooks.
I know adults will say, ’I don’t want to go this place or that place because I don’t
want to be restrained, they restrain me all the time. Or that person gets mad at me,
I don’t want to be around that person, [they might restrain me].’ I don’t even
know if some of the psychotic patients even know what caused the escalation. A
lot of times they don’t even remember, the psychotic ones. Like after a bed net‘What just happened?’ That happened just the other night to this guy- he asked,
‘What just happened?’ when he was in a bed-net ’, I don’t
know how I got
here.’ It was one we tried to stop him from hurting himself. Even the police were
worried, they thought he was going to hurt himself, he was throwing himself
around, so that was definitely for his own safety- Oh, I don’t know. With kids
they don’t really have a choice unfortunately, especially these foster kids. They
are just at our mercy and the state’s money.” (Pause) Breaks your heart- (Sheila)

The verbiage of bed-net eliminates the word restraint completely from its common usage in
practice language. Searching the internet for a definition of bed-net, one is directed to the CDC’s
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descriptions of mosquito bedding.
Sadock & Sadock’s (2007) clinical psychiatry textbook goes so far as to propose that
hospitalized persons welcome the “control of their impulses provided by restraints” (p. 912).
Again, this assumption is not supported by current research studies (Salais & Fenton,
2012). Restraint means different things to different people in different places, and is viewed
differently by different professions. Defining seclusion is similarly problematic.
Schwecke (2007) classifies seclusion as a “process of placing the patient alone in a
specially designed, lockable room equipped with a security window or camera for observation”
(p. 137). In this definition, the process is informed by the principle of containment and is
designed to keep people free from harm, decrease stimulation, and increase intensive nursing
care (Schwecke, 2007). Without furniture, and having just a mattress and a blanket within its
usually padded walls, Boyd, Bell, & Williams (2008) paint another picture of a seclusion room.
The use of a physical restraint prior to the use of a seclusion room is highly probable as patients
are not likely to go into a seclusion room willingly. This is explained by Martha as she describes
a co-worker’s injury during a seclusion episode:
Um, well, I mean, I’ve seen people hurt their knees when they go down with physical
holds. I’ve seen, um, a really – we had a really, really large patient and (laughs) small
staff, and she did not want to go in the seclusion room, and she just – she hit, um, one of
the male staff. She was really focused on the male staff. She hit him in the side of the
face and he just had red marks all down his face, and he was having dizziness and, um,
had to be sent out by ambulance. (Martha)

Again, the verbiage contained in Tennessee Code Annotated [TCA] Chapter 0940-3-6,
§02 (2008) reads:
Isolation: The confinement of a service recipient alone in a room or an area where
the service recipient is physically prevented from leaving. This definition is not
limited to instances in which a service recipient is confined by a locked or closed
door. (p. 2)
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Rather than use the word seclusion consistently with CMS (2006) standards, TCA (2008)
substitutes the word isolation. In the state of Tennessee, isolation is not limited to rooms that are
lockable. Some researchers even include the use of open or locked door seclusion under the
broad category of physical restraint (Glazer & Brendel, 2010).
Schwecke (2007) lists agitation and disruptive or inappropriate sexual behaviors as
reasons for using seclusion. Boyd et. al. (2008) describe seclusion as an extremely negative
experience for hospitalized persons. Different facilities have differently designed seclusion
rooms, and put these rooms in various locations on inpatient units (Boyd et al., 2008). Boyd et al.
(2008) and Keltner et. al. (2007) both emphasize the need to document preventive actions prior
to implementing RS. However, Sheila implies that the documentation does not mean very much.
My other thought is I just wish there was -uh- even the paperwork for restraint that you
fill out afterwards, they just have these things, buzz words they know to put on ‘em, if
you look through the list and the face to face and all that stuff, I don’t know if anyone
ever has- I had never done a form before and they told me, ’Oh, just look at the one
before that, just copy it.’ So I think, somebody, it would be wonderful if a staff came in
and just treated a restraint as if it was really an absolutely horrible thing that should ever
happen. Nothing! It’s just paperwork to them. They do the face to face interview
afterwards and that’s more or less [saying to the patient] ’Do you know what you did
wrong... are you going to do it again?’ A supervisor has to do the face to face with the
patient within an hour afterward and asks, ’Do you know what you did? Are you gonna
do it again?’ (Sheila)
No randomized controlled research studies support the continued use of RS on inpatient units
(Sailas & Fenton, 2012). The following participant excerpts demonstrate the uncertainty
contained in language, meanings and knowledge in relation to RS use.
Shawna talks about using therapeutic holds, and implies that this use of force does not
constitute the use of a restraint.
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Does that sound correct, that we stopped doing restraint – and that we were only gonna
do seclusion? I mean, obviously, with the little kids if we had to hold them because, you
know, they’re kicking everybody or something, we would be holding them in a
therapeutic hold type way. That – that’s still teaching. We didn’t have that many young
… but we did have some. (Shawna)
The laws regulating restraint in Tennessee include the use of physical holding. Tennessee Code
Annotated Chapter 0940-3-6, §02 (2008) states:
Physical Restraint: Any method, including physical holding or use of a mechanical
device, material, or equipment attached or adjacent to an individual service recipient’s
body, that he or she cannot easily remove, and that restricts freedom of movement or
normal access to one’s body. There are two types of physical restraint:
(a) Physical Holding: The use of staff body contact with a service recipient in order to
restrict freedom of movement or normal access to one’s body.
(b) Mechanical Restraint: For purposes of this chapter, the application of a mechanical
device, material, or equipment attached or adjacent to the service recipient’s body that
the service recipient cannot easily remove and that restricts freedom of movement or
normal access to the service recipient’s body. (pp. 2-3)
Centers for Medicare and Medicaid Services, Hospital Conditions of Participation (CoP), Final
Rule (2006) also speaks to the use of therapeutic holds:
The use of therapeutic holds to manage violent or self-destructive behavior that
jeopardizes the immediate physical safety of the patient, a staff member, or others would
be considered a form of restraint and therefore, would be subject to the requirements
contained in this final rule. If the definition of restraint is met, then that practice or device
(whether it is therapeutic holding or a mechanical device) is considered a form of
restraint and may be employed so long as all of the requirements for restraint use are met
(p. 71387).
According to CMS (2006), the hospital CoPs are the minimum health and safety
standards that hospitals must meet in order to participate in the Medicare and Medicaid
programs. The CoPs are intended to protect patient health and safety, and to ensure that high
quality care is provided to all patients. About twenty percent of the hospitals that participate in
Medicare and Medicaid are not accredited by TJC. The Joint Commission accreditation process
maintains higher standards of care for RS interventions, such as requiring definitions of RS
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which correspond with CMS (2006) regulations 42 CFR. However, this is purely voluntary. Nonaccredited hospitals are surveyed by individual state agencies which are responsible for tracking
CoP compliance (CMS, 2006). With various definitions and regulations in use, these dissimilar
protections become nearly unenforceable.
There is ambiguity in what participants mean when describing holds, how to do them,
and which ones are correct to use in certain situations. The uncertainty and chaos associated with
knowing or not knowing what works contributes to psychiatric healthcare workers getting hurt.
Schwecke (2007) suggests that psychiatric healthcare workers who are well trained in dealing
with persons who are at risk of becoming aggressive and know how to prevent RS use, are less
apt to become victims of patient assaults. Wanda gives an example of what happens when there
is no clear direction, or knowledge about what to do.
There was – one of the staff members that – that got hurt, um, busted her ear, she actually
has worked at a prison, and she said that, “If I could have just done this hold
(demonstrating), I could have stopped everything. It would have worked alright! It
wouldn’t have involved so many people and I could have stopped him right then.” She
couldn’t do it because we can’t – we can only do the approved holds. There was like a –
the – that basket hold. And there was just the – the one where you grab around, but it just
depends on the size of the person. Like, there’s a new hold that we’re doing that when we
were doing the training for it, where you lay on your back with your arms out and then
someone curls around the person’s, um, thighs, I could not get my arms around this girl’s
thighs! That hold is just horrible. And, plus, your face is right there. It’s just – that hold,
to me, is just – and the guys have to put their – their knees between the person’s elbow.
It’s just like, to me, uh – (laughs). But, in the meantime, it, like – there’s a lot of chaos
and it’s – these things are hard to do. (Wanda)
Participants exhibit a wide range of knowledge and expertise in relation to RS use and
prevention. Sometimes, psychiatric healthcare workers know what to do but feel that their
options are limited based on the business they are in; constrained by not having enough resources
to get the job done correctly.
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Preventing restraint and seclusion. The majority of participants answered the first
interview question with normalized psychiatric treatment language such as de-escalating,
redirecting, distracting, talking, removing stimuli, self-regulating, and listening with intent. All
these practice actions begin with reading the signs, simultaneously infused with the uncertainty
of knowing or not knowing what to do. These identified categories of psychiatric practice actions
will be discussed in more detail using direct quotes to describe, and demonstrate what tacit and
explicit meanings these processes have to participants. Participants did not necessarily describe
prevention practice actions in any temporally related structural order. Later in the analysis, the
findings were grouped to make more time-related sense. Here, the participants gave first-hand
accounts of their experiences in trying to prevent RS use. Each section begins with a brief
definition of terms.
Martha, Marlon, and Brenda exemplify the broad, introductory category of knowing or
not knowing what works, while more focused process coding lead to the more detailed practice
actions that follow.
And then it just – it just depends on the patient and their previous behaviors. And, you
know, look at, you know, have they been in restraint and seclusion since they’ve been
here? And, you know, what has worked with them, what, you know, hasn’t? And it just
depends. (Martha)
Um, I’m trying to think through all my options, you know, trying to think may – what
have I tried with this kid in the past, or this person in the past, that may have worked or
what maybe didn’t work. If I know, for example – if I see another staff raise their voice
and the person react very aggressively, then I’m saying, ”Don’t raise your voice.”
(Marlon)
I think if you had it, uh – I think if you actually met [as a staff] – if you had patients on
there that you know – patients that you know, um, have issues with violence or, you
know, agitation, if you sit there, actually have a pow-wow, and say, ’This is what works
with this patient,’ or ’This doesn’t work.’ Now, I’m going to another – back to another
patient. Like, um, when I came on with that patient, I was told, if he starts doing this, you
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do this. Do not do, you know, whatever. That will just make him more angry. See, that
was good. But that don’t happen all the time. It’s like communication. (Brenda)
Starting the process of knowing or not knowing what works to prevent RS is the practice action
of observing and reading the signs. This includes knowing the patients, observing other staff
members, and consistently communicating what works to others. Reading the signs takes on a
slightly different story for each participant, and is the starting point for prevention practice on
inpatient psychiatric units.
Reading the signs. All of the participants [100%] referred to some way of observing or
reading changes in a patient’s status that signaled the emergence of a volatile situation,
potentially resulting in RS use. Signs are the outward, clinical observations that psychiatric
healthcare workers notice in their patients (Sadock & Sadock, 2007). All of the participants
believe that they know how to read the signs of a possible escalating situation. Understanding
patients’ experiences and behaviors are two of the most important dynamics at work on a
therapeutic psychiatric milieu (Hogan & Shattell, 2007) . The Joint Commission requires that
psychiatric healthcare workers receive training to recognize and respond to signs of
psychological distress (CCJ, 2011). Reading the signs also pertains to co-workers who add to the
tension in a pre-crisis situation, increasing the probability of RS use occurring with a patient.
Sometimes staff members need to rely on their co-workers to read the signs when their own
personal frustration levels are too high to handle interacting with a patient who is escalating.
Several participants describe the signs they look for in their patients who are having a
hard time, cueing staff members that there is potential for RS.
A change in, or what they consider, the calm, not calm but not yet escalated. I guess a
change would be in tone of voice, um maybe they are responding to internal stimuli,
sometimes they just get a stare, like they are seeing something that is not part of what’s
there. Um or maybe they have just thrown a hot drink, um, pacing, that’s a big one.
(Bertha)
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Bertha describes looking for a change in behavior, and more specifically, a “stare” signaling that
a patient may be losing touch with the outside world and retreating, “responding to internal
stimuli.” Kontio et. al. (2012) purport that psychotic behavior is the number one reason coercive
measures like RS are used, whether the behavior is aggressive or not. According to Sadock &
Sadock (2007), in conditions like acute schizophrenia, severe agitation occurs due to frightening
hallucinations and delusions which are made more complicated by a sense of paranoia, and
unfortunately made worse when the trauma of RS use is added. Exhibiting symptoms is a way
patients attract attention, letting psychiatric healthcare workers know that they are struggling
emotionally or losing touch with outside reality. These symptoms are considered objective signs
(Keltner et. al., 2007). Patients experiencing fear are met by nurses who are also afraid. Fear has
been identified as a challenging barrier to transforming psychiatric healthcare workers’
orientations to more recovery-oriented paradigms (Ashcraft & Anthony, 2008). Martha describes
more objective signs but reveals a real sense of fear about getting harmed in the process.
Well, I’m, you know, looking at their facial expressions, their tone of voice, um, looking
at the escalation kind of things that are going on – their, um, body movements, just trying
to read them that way. Just, I mean, are they gonna – does it look like they’re gonna, you
know, come at me and hit me, or does it look like they are open to talking? Um, do I need
to come closer or back away? Those kind of things. (Martha)
Martha takes a self-protective stance with the patient, creating varying degrees of
physical distance depending on her assessment of the likelihood of being hit. Under these
circumstances, Martha’s main concern is her own safety in the situation. She looks for and reads
the signs that the patient may harm her. She does not know whether or not the patient will hit
her, and does not know what to do. Here, Martha does not attend to the patient’s underlying
distress, and instead responds to her own fear. Carlsson, Dahlberg, Lutzen & Nystrom (2004)
describe these potentially violent encounters between psychiatric healthcare workers and patients
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as “critical moments characterized by a tension between caring and distance” (p. 198). Carlsson
et. al. (2004) suggest that healthcare workers who do not acknowledge their own fears quickly
escalate to anger, which contributes to severing the therapeutic alliance, increasing the likelihood
of a violent encounter. This type of moment was described by Carlsson et. al. (2004) as a
negative violent encounter symbolized by the emotional absence of the healthcare worker. This
absence or distance-creating is the result of fear that is experienced before the actual encounter
with the patient; a fear that psychiatric nursing staff members do not fully cope with or
acknowledge. This fear puts staff members on the defensive, and contributes to the over-use of
force and coercion (Carlsson et. al., 2004).
Distancing and avoiding by the nurse can also occur as a response to repeated exposure to
violence or traumatic events. Personal meanings are created by healthcare workers based on an
evaluation of the level of threat, harm, or challenge experienced; and, by an evaluation of their
perceived options and abilities to mitigate the effects of the potentially traumatic situation (Van
der Kolk et. al., 1996). Carlsson et. al. (2004) suggest that the way the psychiatric healthcare
copes with and handles their sense of fear is a decisive factor in how a potentially violent
encounter will progress. Emotional disconnection or distancing is a predictable response to
prolonged stress or fears, leading to the down-regulation of corticotropin-releasing
hormone,dehydroepiandrosterone neuropeptide Y, and adrenergic receptors; decreased
adrenocorticotropin-releasing hormone, and increasing levels of testosterone and estrogen
(Keltner et. al., 2007). Successive and repeated stressors can have cumulative physiological and
psychological effects causing the experiences of hopelessness and uncertainty (McFarlane &
DeGirolama, 1996). According to Carlsson et. al. (2004), this repeated level of fear can lead the
psychiatric healthcare worker into a state of chaos, where uncertainty and anxiety dominate.

143
Rhonda reads the signs in relation to patients that she thinks are looking for medications
and might hurt others to get them. She reads the signs based on the patient’s potential to act out
or their phase of treatment. Sadock & Sadock (2007) define acting out as “behavioral responses
to an unconscious drive or impulse that brings temporary partial relief of inner tension: relief is
attained by reacting to a present situation as if it were the situation that originally gave rise to the
drive or impulse; common in borderline states” (p. 273). There is also a high incidence of
alcohol, benzodiazepine and opiate abuse in those with post-traumatic symptoms who exhibit the
signs of medication seeking behavior associated with RS use (Keltner et. al., 2007). Rhonda’s
anxiety is palpable as she quotes what she thinks the patient is saying to her:
And then the ones who feel the need to be put in a physical hold, you know, they – they
will act out until they actually get you to put your hands on – that’s their goal. Uh,
sometimes I haven’t found a way yet that we could talk our way out of it, but, you know
– or if they’re looking for medications in the – you know. You know how they say, ’Who
do I have to hurt to get medications?’ And – and so that’s – like I said, there’s different
scenarios that we abide by or we should approach differently, uh, depending on what
place they are in their treatment phase of – at our hospital. (Rhonda)
Rhonda does not know how to talk her way out of this situation with an acting out patient who
she assumes is driven to seek medication; potentially hurting someone in the process. Borderline
personality disorganization describes a distinct group of psychiatric inpatients characterized by
individuals with histories of abuse, who have difficulty with delayed gratification, disturbed
interpersonal boundaries, substance misuse, and self-harm. Exposure to aggression and violence
in family or social life pre-disposes individuals to believe that acting out is a normal way to deal
with others (Gorman, Sultan & Raines, 1996). Further, patients who have been psychotic
experience extreme powerlessness, and the same threat of disintegration that is associated with
traumatic stress (McFarlane & DeGirolamo, 1996).
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Acting out, having the goal of being put in a physical restraint and seeking physical
contact from staff, are ways of reducing the immediate internal tension when patients experience
a “borderline state.” This reduction in tension, brought about by compulsively seeking to reexpose oneself to traumatic events, may be related to the body’s physiologic response, increasing
release of endogenous opiates (Van der Kolk, 1996). Rhonda does not reveal any understanding
of this physiological interpretation of trauma or traumatic stress, and is solely focused on the
patient’s potential to harm others. The patients are objectified and classified by their potential to
harm others. It is possible that Rhonda’s repeated failures to find a way to communicate with the
patients that she describes is directly related to her lack of knowledge about trauma-informed
care. The concept of trauma-informed care has not made it into her practice in the form of
understanding human behavior.
Forchuk & Boyd (2008) describe acting out as using actions rather than expressing
reflections or feelings during times of high emotional conflict. Those in borderline states
experience intense emotional pain which contributes to their extreme mood shifts, and acting out
behaviors such as displays of rage, physical fights, and threats of self-harm. Impulsivity puts
these patients at risk of substance misuse while attempting to decrease their tension and medicate
emotional pain (Keltner et. al., 2007).
Posturing, a potentially threatening behavior, is identified as another sign that psychiatric
healthcare workers know and recognize. Sadock & Sadock (2007) define posturing as holding
strange, bizarre or fixed bodily positions for a period of time. According to Marlon, knowing
whether or not a patient will act out aggressively or become violent is like gambling. Marlon
provides an example of posturing in the following.
Those were some of the big ones that stand out. Um, every now and again, especially
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residential, for boys who we kind of knew were posturing, we would challenge them.
I’ve got in people’s faces and said, ’Go ahead. Carry out your threat!’ And I was
gambling and guessing based on my relationship with them, that they didn’t want to
really do that. Uh, I think I’m looking for tension in the shoulders, uh, the shoulders
hunched up. Uh, fists clenched. Um, tone of voice, volume of voice, yelling, uh, the
language; are they cursing versus are they just kind of speaking more normally, I guess.
Uh, pacing. Um, shadow boxing, feet boxing, punching the air, kicking things on the
ground, stomping. (Marlon)
Marlon suggests that posturing signals impending escalating behavior which is read, or
interpreted based on his relationship with the patient. Marlon uses the knowledge he has to
posture back and “get into people’s faces.” Getting into other people’s faces implies that he
becomes volatile, takes the lead, sets a limit, and forcefully crosses the boundary line before the
patient does. Keltner et. al. (2007) define the purpose of limit-setting as helping the patient to
identify behaviors that get in the way of their recovery. Gambling implies that Marlon does not
always know what will work, or what card should be dealt, even after he reads the signs.
Literally, getting into people’s faces for Marlon is an acceptable way to set a limit on a patient’s
threatening and posturing. Marlon does describe some inner dialogue and reflection while he
quickly figures out his next move. He interprets the patient’s behavior, telling himself, “They
didn’t really want to do that.” However, he does know that this type of response may contribute
to a lose-lose game between him and his patient. There is a possibility that violence will ensue,
and no learning will take place. This is the obvious risk for Marlon; one that he is willing to take
when forcefully challenging patients who are showing signs of escalation. He takes that chance,
based on his assessment and knowledge of the patient. This is what Marlon knows how to do.
Jack, on the other hand, admits that he doesn’t always know what to do, or does not get
upset with staff members who read the signs that he is making an escalating situation worse. Jack
describes this relationship with his co-workers as a bond or a pact.
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And, you know, I don’t – I certainly don’t think that I’m the end-all be-all in knowledge
and experience for patient de-escalations, um, because I have that same, you know, bond
and – and a pact not to get upset with my staff members who come to correct me. (Jack)
Psychiatric healthcare workers rely on their co-workers to read the signs and recognize when a
staff member or co-worker is the person to be corrected during a de-escalating intervention.
Although psychiatric healthcare workers become immersed in these difficult situations, the
internal dialogue of the caregiver must maintain some distance in order to preserve the ability to
stay reasonably calm in an escalating situation. This inner dialogue assists the staff member to
stay in the present and read the signs correctly, while at the same time observing the past. Jack
intuits the need for he and his co-workers to have the consciousness in any given moment, that
they may need to take a break from the encounter and let someone else do the mediating.
According to Carlsson et. al. (2004), this inner dialogue, “as a true conscious act is performed
swift as lightning” (p. 210). Jack has a pact with his co-workers to allow someone else to step in
without question. Jack thinks that experience and education contribute to staff members’ abilities
to read the warning signs. Open communication along the line of command is central to the
process.
Nursing has a central role in managing the inpatient psychiatric unit. However, mental
health technicians, psychiatric technicians, mental health counselors, certified nurses’ assistants,
and program counselors provide much of the direct care for patients on the floor. Intervening
before a situation escalates requires that the nurse be aware of what is going on in the inpatient
environment (Schwecke, 2007). This communication, pertaining to reading the signs and
responding appropriately, takes a concerted effort among all the psychiatric nursing staff
working on the unit. Psychiatric healthcare workers must know how to read the signs, and be
able to communicate the message to the nurse; who also must communicate a change of
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condition to the physician or the licensed independent practitioner in charge of the patients’
treatment plan. Wilhelmina identifies the importance of inter-professional communication and
education.
Um, education, um, trying to, uh, educate the staff on how the milieu has, um – you
know, the way you interact with the patients on the unit. How loud the unit is on the –
you know, how loud it is. Um, staff getting familiar with their patients, knowing when
the behavior is changing. And letting the nurses know on the units, you know, that this
person’s behavior has changed. And the nurses listening to the [psychiatric technicians]
techs, ‘cause the techs are with them all the time. So they know when there’s a change in
behavior. So they’ll get those early warning signs you know? And, hopefully, get the –
getting the – get, uh, medication to them before they escalate. (Wilhelmina)
Wilhelmina thinks that education is the way to teach psychiatric healthcare workers how to read
the signs, and to recognize changes in their patients’ behaviors that need to be communicated to
the nurse. Medication use, with proper patient consent, is used as a preventative intervention
rather than a last resort. Patients on an inpatient psychiatric unit have the right to refuse
treatment, including medication, except in emergencies (Sadock & Sadock, 2007). Wilhelmina
notes the positive effect of giving voluntary medications to patients before they escalate. If the
correct information is not communicated in a timely manner, or the signs are not being read, the
escalating situation will require the use of a chemical restraint, which is the involuntary use of
medication to control or manage patients’ behavior (Boyd et al., 2008). Usually, the chemical
restraint is preceded by the use of a physical restraint, sometimes called a medication hold
(Sadock & Sadock, 2007).
Knowing the early warning signs is part of milieu management, and psychiatric
healthcare workers on the front-lines need to be aware of what to look for in the environment,
such as noise level. Having the nurses listening to the staff members on the floor who work
directly with the patients is essential to getting the medication to the patient who is acting out
before they escalate. Wilhelmina implies that reading the signs is an inter-professional process
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engaging all psychiatric healthcare workers on a level-playing field. De-escalating is a practice
action that is used alongside reading the signs, to prevent the use of RS.
De-escalating the situation and the person. According to Boyd, Bell & Williams (2008),
de-escalating is an interactive process of helping to calm a patient who has the potential to
become violent or aggressive. Psychiatric healthcare workers engage in de-escalating while they
read patient cues and warning signs of escalating. The goal of de-escalating is to prevent injury
to the patient, staff, other patients or visitors. This intervention may involve any number of
related practice actions such as redirection, talking, or removing stimuli, and is conceptualized as
promoting patient safety on inpatient units. De-escalating is a term that encompasses the
complex, interactive encounters among hospitalized persons and healthcare workers, and the
embodied wisdom and recognition of the psychiatric healthcare worker engaged in RS
prevention (Carlsson et. al, 2004). Defining de-escalating is an iterative, comparative, and
interactive research process because of the amount of inarticulate implicit and tacit knowledge
that is embodied, and not easily accessed when psychiatric practice concepts are not well
understood.
Johnson & Delaney (2007) attempted to develop a substantive theory of de-escalation for
psychiatric healthcare practice in their foundational grounded theory study. However, finding
that the de-escalation process was not predictable, they focused on the contextual nuances of
patient escalation. This demonstrates the difficulty in articulating the meaning behind the
prevention process of de-escalation, as de-escalating occurs alongside numerous environmental
and cultural conditional factors such as the physical environment and leadership support.
Although 16 out of 21 participants [76%] in this present GTM study mention deescalating in their interviews, it was not clear whether they were talking about, or describing the
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same practice action taken, or if the social object of de-escalating arose from the same intention.
De-escalating as an everyday practice norm; implies the following of some tacit rule or guideline
that is not well explained, may not symbolize or have the same meaning for all psychiatric
healthcare workers, yet appears as normative in the practice world. Observing how the narratives
of de-escalating unfold provides an account of the informal, and formal rules implied and the
intuited meanings of participants (Thornton, 2007).
Stromberg (2011) further suggests that traditional ‘de-escalation’ trainings are
insufficient to change the kind of normative culture of care where the use of RS is commonplace.
The difficulties inherent in understanding the explicit and implicit meanings underpinning the
practice of de-escalating are depicted in the following excerpts from participant interviews.
Hilda, a state-level policy maker and administrator, begins with an historical account of her
institutional and administrative experiences with de-escalating, and changing institutional culture
at a state-run psychiatric hospital in the Southeast.
Well, (Name 1) – it didn’t take her three weeks. Took her like less than two weeks. And
she came back and she had this whole notebook full of information. And basically what
she found out, she said to me, was, ’You know why we use seclusion and restraint,
Hilda? We use it because the units are ugly and noisy, we have all kinds of stupid rules
and regulations where most of the time the first thing you say to a client who wants
something is no.’ Said, ’The staff talked to people really disrespectfully a lot of the times.
There’s nothing for people to do on the units. They [staff] don’t know how to de-escalate
people. They don’t know how to even talk to them or negotiate things so that if someone
wants to take a shower at 11:00 o’clock at night because they’re just feeling antsy,
they’re told, ‘No, you have to wait until tomorrow morning.’ And if someone wants
something to eat at 2:00 o’clock in the morning, they’re told, ‘No, go back to your room;
breakfast is at 7:00.’ We make people get up on weekends at 6:30 in the morning –
’cause that’s when the staff said they have to get up.’ She said, ’It’s ridiculous.’ She goes,
’We’re treating people like they’re criminals in a jail or a prison. No wonder there’s riots
in prison.’ She said that it’s – it’s just – it’s like a we/them mentality. And we’ve done it
our self. We set this up our self. ’We have stupid level systems that the clients don’t
understand. And they are treated kind of differently from shift to shift, so that I,’ (Name
1), ’might get everything I want on dayshift, but then on evening shift, mean Nurse
Ratchet’s on, and she looks at my chart and says, ‘Well, you didn’t go to this group and
you didn’t do this today, so you’re not allowed to do this tonight’. So that really was, I
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have to tell you, the biggest aha moment I have ever had in my career: Because I never
thought about it. I never thought about it. I just did it. I didn’t treat anybody that way. Uh,
but – but – and – and I always would intervene if I saw staff treating people that way, but
– anyway, so the long story short is we went ’OMG!’ And I brought together a couple of
the other high level – or all my – my – my directors and said, ’Okay, this is what we’re
going to do. We’re going to basically review all of our policies and procedures. We’re
going to get them into person-first language,’ which (State 1) was way ahead on personfirst language back then, too. ‘Cause a guy named (Name 2), who – he’s very well known
– (Name 2) lives there – and he was constantly kicking our butts about person-first
language. So I said, ’We’re going to look at our policy and procedure and seclusion and
restraint, be – I’m going to send these folks to go into our train–‘ you know, our
aggression training class that we gave to every new employee. I – I appointed two of my
senior leaders to go to that training class and sit through the entire thing for a week. Then
I said, ’We’ve got to find out what our staff are being trained.’ Then we started to go on
the units and started saying, ’Um, give me a list of your rules and regulations. Take
everything off the walls, um, that say no, you can’t, no, you can’t.’ We – we, um, had
started to build the new hospital then, and I went to the architects and said, ’We are not
putting up glass in the nursing station.’ That was another issue for – that (Name 1) said.
She said people would go to the nursing station, of course all the nurses are behind the
glass, and no one would ever look up. So they’d kind of knock and no – everybody’d
ignore them. They’d knock louder. People – they’d still be ignored. And then, you know,
that escalates to pounding on the glass. At which case a bunch of staff would come out of
nowhere and grab the person. (Laughs) You know, it was just like – it was like – I felt
like, Duh. (Hilda)
While talking about using RS, Hilda states, “I never thought about it [RS], I just did it.” This
implies that psychiatric healthcare workers can change practice actions when they are
encouraged, supported, and directed to think about their actions and the consequences,
discerning between an automatic response and a thought-induced action. Creating this kind of
environment requires an investment in the psychiatric healthcare workers who are providing
direct care to this vulnerable population of citizens. Using patient-centered, first person language
is not the norm on psychiatric units. According to Hilda, the usage of language has meaning, and
translates directly from policies into patient care processes. The structure of the social
environment on an inpatient unit also has an impact on how effective the treatment is.
Hilda mentions the use of “stupid level systems that the patients don’t even understand.”
Most psychiatric units use a level or privilege system to reinforce desirable behavior and unit
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rules. Basically, these systems are organized around the principle that the more a patient
complies with the staff’s expectations, the more freedom they are allowed to do things like go off
the unit for meals. Boyd et. al. (2008) acknowledge that privilege systems are one way to
encourage efficient operational flow on psychiatric units, however they can cause problems
when they are enforced irregularly, and are not agreed upon by patients. Privilege systems can
lead to increased conflict among psychiatric healthcare workers and patients (Mohr et. al., 2009).
Hilda saw that staff members did not know how to de-escalate patients at her facility. She
thinks that everyday language norms and unit rules promote a culture of conflict among staff and
patients that easily lead to RS use. Not knowing how to de-escalate patients or situations leads to
chaotic environments where conflict and agitation become the norm. Architectural designs that
include a glass enclosed nurses’ station further contribute to patient escalations which sometimes
result in RS use. Two other participants also discuss glass enclosed nurses’ stations in relation to
de-escalating.
Mack characterizes glass enclosed nurses’ stations as adding to an escalating context,
while Cassandra feels protected behind the glass nurses’ stations.
Um, the hospital had the nurses’ station enclosed behind Plexi-glass®. And, um,
patients would often, you know, knock or bang on the door, and – and nursing
staff would ignore – typically ignore this behavior. They expect the techs who –
the psych techs to intervene on the outside of the nurses’ station. And, you know,
I – I often wondered why they didn’t even put signs up, you know, Questions to
be asked on the hour and half hour, make it some kind of time parameters. And
they just never seemed to get that, that there could be an answer to that banging
on the, um – on the doors other than just ignoring it. But some nurses were
more open to actually walking down the hallway and talking to the patients, and
those unit – those nurses generally had a quieter unit. Now, I – again, I couldn’t
say in terms of the number of seclusion and restraints, but certainly a quieter unit.
You would just kind of intuitively think there would be less seclusions and
restraints, but I couldn’t tell you. (Mack)
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As nurses, we felt protected, yet we could see very easily what was going on. Um,
I have no idea what the patient view would be. In both units I worked in, that’s
what we had was a glassed-enclosed nurses’ station. (Cassandra)
Cassandra admits that she does not have any idea about the patient view of the glass enclosure,
nor does she say directly what she is being protected from. Needing to feel protected implies that
there is something anticipated on the other side of the glass that is potentially dangerous or
threatening. Without directly acknowledging her fear of the patients, she describes it implicitly.
From Mack’s vantage point, the glass enclosure encourages patients to bang on the glass, only to
be ignored by nurses who don’t understand that there is another way of handling the situation.
This pattern of banging and ignoring becomes the unquestioned norm: the glass enclosure
predicts the outcome. This continued banging, and subsequent ignoring, leads to a noisier unit
where it is assumed there would be more RS use. Again, de-escalating an emotionally intense
situation takes various forms, and is mediated by the architecture of the psychiatric unit, and the
competence of the psychiatric healthcare workers. Quieter units are perceived as having fewer
restraints and seclusions. The way nurses approach their profession, their jobs and their patients
make a difference.
De-escalating also depends on personal staff attributes, including values and philosophies of
care.
My – my – my philosophy, if I were witnessing something that could potentially become
aggressive or violent, would be to de-escalate the situation. (Mack)
Um, you know, the de-escalation techniques that we teach. Uh, the, um, what we
call the Band-Aid®, you know. If it’s – if they get – starting to get agitated, you just
do something to stop them from agitating and get them back into whatever they need
to be back into, you know. (Rhonda)
Mack feels that de-escalating a situation is part of his psychiatric philosophy, ideology or value
system. While the use of a Band-Aid® as a metaphor for de-escalating suggests there is an
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outpouring of agitation from the patient that needs to be stopped and covered up through the act
of de-escalating, like applying a dressing to a wound for healing, or stopping the spread of
agitation, like an infection, to others. Rhonda gives the impression that this agitation is
like a wound that needs to be sealed over and healed. In a psychiatric nursing textbook,
agitation is defined as being unable to be still or attend to others while experiencing a sense of
emotional intensity (Boyd, 2008). In a psychiatric medical textbook, agitation is described as a
state of severe anxiety accompanied by motor restlessness (Sadock & Sadock, 2007). These
signs and symptoms cue staff members that de-escalating interventions are needed.
Elena and Yolanda watch for outward signs of agitation in their patients. While Rikka is
concerned about the physical signs of agitation that can escalate a medical crisis along with the
behavioral crisis. These are the physical and behavioral patterns of agitation that staff members
observe in patients that require de-escalating to prevent RS use.
Um, I would look, uh, for, um, like an agitation type, you know, the pacing, the, um –
um, sometimes, you know, patients will start to mumble or talk to themselves and pace
back and forth in an agitated manner, raise their voice, um, not, uh, follow directions.
(Elena)
Um, usually, you know, they have a … much at all or not communicating well at all;
usually, if I know their voice changes and their voice escalates; um, we have big heavy
doors, so they’ll usually – door slamming’s involved; um, and just unwillingness to
cooperate initially; difficulty with following instructions. (Yolanda)
We have a couple of different interventions. If we have the capacity, the first thing we’ll
try to do is move the patient closer to the nursing station if there’s someone that just
needs frequent reorientation or closer observation. Um, it’s – it’s – we still don’t – if
they’re not responding well to frequent reorientation and if they’re starting to get
agitated; if they’re starting to show physical signs of agitation like, you know,
tachycardia; or they’re starting to – to get, um, violent, um, if they don’t already have a
standing order for, um, something like Ativan [lorazepam] or Haldol [haloperidol], we
will page the physician to, um, try to alleviate some of that anxiety with a medical
intervention. Um, we also use, um, in the case where, um (pause), safety is – is an issue
in that we feel like they need to be supervised, we’ll try to go with a one-to-one sitter.
Really, the only time that we use restraints is when we have to call – our, um, facility has
onsite police officers, and so we will call security, our special police, and they will come
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up. And with the presence of security, um, if the patient is a threat to themselves or the
staff, we will then put them in restraints. (Rikka)
Rikka differentiates how she de-escalates a patient, based on an assessment of the resources at
hand. She (like Yolanda) has a police force on-site that assists with agitated patients. Both Elena
and Yolanda equate escalation and agitation with patients not following directions, or being able
to communicate with caregivers. Psychiatric healthcare workers can add to an escalating
situation by how they approach a patient who is agitated or is experiencing severe
anxiety.
Patrick thinks dealing with an agitated patient is where staff members can make an
escalating situation even worse by how they respond. He implies that staff members are often
unaware of how their behavior affect the patient’s already agitated and fearful state of mind.
The biggest problem with agitation and aggression and combative behavior in a
psychiatric unit is that the staff could, um, unwittingly make it worse, and that used – you
know, happens a lot with restraint and seclusion practices. Um, so patients are afraid that
people [staff] are going to grab them and give them forced medicine and stick them
somewhere, and that’s exactly what happens, instead of trying to understand and figure,
you know, how do you deal with this, how do you reduce the fearfulness? (Patrick)
Patrick sees agitation and subsequent aggression as the result of patients’ fears about how
staff will react and respond to them, sometimes physically. He sees forced medication as
potentially provoking patients, and making them fearful of staff. Patrick proposes that psychiatric
staff try to understand and figure out cognitively what is going on with the patient before they
grab and give forced medication. Patrick describes a fearful environment where staff members
and patients don’t know what to expect from each other or know what works.
Jack acknowledges that staff members do not always have the answer, or know what
works in a crisis situation where RS may be used. Jack suggests that the other patients can help
de-escalate their peers, although this hurts his pride as a mental health worker. This is also an
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example of leveling the playing field and using creative problem-solving. Jack thinks that there
is the one thing that will work to de-escalate a situation. Regrettably, he admits that his
coworkers often think that the one thing is to physically grab the patient and slam them.
In some cases, it’s okay to have another patient around, because – oh, God, it kills our
pride as – as, uh, mental health workers, but sometimes another patient can de-escalate
better than – than any staff ever would be able to. That’s the one thing that that situation
brings. And I think that there’s always one thing that the situation needs. Uh, and,
unfortunately, a lot of us think that, that – that one thing is just grab them and slam them.
And, uh, that’s one of the most untherapeutic things that we can do in most cases. (Jack)
De-escalating happens within the context of social interactions, predictions and physicality,
while staff members’ responses to escalating situations with patients often determine the
outcome: whether or not RS are used. Sometimes staff members do not think about the situation
before using physical force or forced medication (chemical restraint). For Jack, this includes
thinking outside the parameters of everyday practice norms. Namely, there is always some one
thing that will work in de-escalating a volatile situation. He does not always know what that one
thing is.
The context of de-escalating is both internal and external, having philosophical value and
expressed in architectural design, taking both material and meta-physical form. The behavioral
norms of psychiatric healthcare workers and patients observed within the culture of the
institution play substantial roles in RS prevention and de-escalating practice actions.
So physical layout of the unit, but the – the physical nature of – of de-escalation, um,
needs to be taken into great consideration, um, at all times. And in pre-planning for the
building of the unit, uh (laughs), and, uh, the way that you talk to – to other staff on and
off the unit, uh, the way that you talk to patients, the way patients are talking to each
other, the physical presence is your first indicator of how something’s gonna go.
(Jack)
For Jack, the physicality of de-escalating is embodied in the design and layout of the building,
metaphorically representing the way that staff and patients communicate and interact, including
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physical presence. This will give you your first clue as to a probable future contained in “how
something’s gonna go.” The way staff members and patients interact with each other is
moderated by the physical layout of the institution or facility. This variable must be kept track of
at all times. The physical layout of the environs, and the presence of staff, and patients determine
the predicted success of de-escalating. These characteristics add to the unpredictable matrix of
treatment planning.
There are times when de-escalating patients does not work, or the predictability of the
situation reaches a point outside of the known parameters of what works. Like in the
case of Elena, when there are rigidly prescribed times for certain activities for patients.
They would try to de-escalate the patient depending on what the, um, escalation point
was, whether it be something as simple as wanting to smoke a cigarette or, um, wanting a
cup of coffee, you know, at certain times when it wasn’t available. A de-escalation type
thing like that, though, uh, some patients would, you know, go over the edge, um, simple
things of that nature. (Elena)
There are situations when patients move beyond the point of de-escalating, when they
“go over the edge.” Over the edge implies that the patient has gone to a place of no return, and
moved beyond the point of possible de-escalating, usually this occurs because of something
simple like wanting a cigarette or a cup of coffee at the wrong time. This unfolding scene is just
cause and effect for Elena. It is easy to picture a patient’s frustration in Elena’s scenario. Elena is
following and enforcing the rules of the institution, and has an expectation that the patients will
comply. According to Sadock & Sadock (2007), “The single most potent means of inciting
human beings to aggression is frustration” (p. 150). Elena reads the signs, and is not surprised
when patients “go over the edge.” This is a predictable pattern, occurring often enough to see it
coming, yet Elena does not offer any alternative approach.
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In contrast, Sheila does not observe de-escalating; she sees punishment happening in the
forms of restrictions and time limits; this distresses her and frustrates the patients. Sadock &
Sadock (2007) define punishment as aversive stimuli used specifically to reduce the possibility
that an undesired response will occur. The concept of punishment in behavioral psychology has
roots in the laboratory application of operant conditioning, namely replicating the systematic
behavioral processes observed with animals in humans. The purpose is to find the “lawful
relations,” conditions that can be manipulated using reinforcements and punishments, and
therefore be generalized across individuals (Kazdin, 2011, p. 15). The social significance of the
behavior determines whether or not it will be reinforced (Sadock & Sadock, 2007). For Sheila,
these aversive practices or normalized punishments relied on to de-escalate situations have the
unintended consequences of causing patients unnecessary distress.
It upsets me because I don’t feel like punishment is, uh, this is not a place for
punishment, nothing should be used for punishment. We restrict outdoor time for them, if
they’ve had a restraint or seclusion they can’t go outside. How do you tell a person you
can’t go outside for fresh air, adult or child? So I don’t know if these types of things are
being used for what they are supposed to be used for, which is strictly de-escalating...
(Sheila)
Sadock & Sadock (2007) concur that punishment is less useful therapeutically than
reinforcement because it produces untoward effects such as aggression, and introduces the
possibility of physical damage to the environment, things such as property destruction and
vandalism. With punishment, Sheila implies that RS use and restrictions are to be used for deescalating, not punishing patients. However, this link is not made clear, nor is it clear what she
means by de-escalating. She suggests that there is an over-reliance on restrictions to reinforce deescalating behavior.
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De-escalating skills develop over time, and staff members learn from mentors. New staff
members need to be mentored, and educated over time to become skillful at de-escalating. There
is an observed difference in abilities between experienced staff and inexperienced staff.
So if – if you have a new hire, they’re not gonna – their skills aren’t gonna be as
developed because the longer you work there the better your skills get for de-escalation.
But that’s because you’ve learned in the experience of it what works and doesn’t work,
and what works and doesn’t work for you. But there’s no, when you’re first hired, um,
this is what you say and what you don’t say when somebody’s escalating; this is how you
stand, this is how you don’t stand; this is how you – and teaching the new hire the skills
as far as check-in with yourself, how are you feeling? There’s – there’s a little blip, but it
doesn’t really train you for anything. So when somebody kinda flips out, you know, a
new staff is taken aback and kinda like, ’Oh! Oh, what do I do?’ So it’s the more
experienced staff that comes in and starts de-escalating the person. (Janna)
Janna has learned from experience what works, and doesn’t work with de-escalating. The
physicality of de-escalating, how to be physically in the moment is something that is learned
with practice and by doing it. The training is like a “blip on the screen” and doesn’t really help.
Janna mentions self-monitoring when de-escalating patients: How are you feeling? Again, there
is the patient who ‘flips out’ leaving a new staff member, who doesn’t know what to do, to be
rescued by the more experienced staff who knows what to do and starts de-escalating the patient.
Educating the staff. And working one – more one-on-one, uh, with each staff member in
de-escalation techniques and trying to help them to, uh, find their style of de-escalating.
Um, it used to be, This is how you do it. Uh, you know, you say this; you do it this way.
But there’s no one way for anybody. You know, everybody has to find their own – their
own style that works best with their own experience in life. Otherwise, the patient knows
that they’re just faking, that they’re trying to de-escalate them. They’ve seen it before.
(Jack)
De-escalating is used to avoid a situation where RS could result, or to prevent RS. Staff
members develop their own style, and patients can recognize when they are ‘faking.’ Jack
implies that patients can recognize when staff members are ‘just faking,’ and ‘trying to deescalate them.’ Psychiatric healthcare workers sometimes become task-oriented and superficial
when they believe tasks need to be accomplished regardless of order of priority. This contributes
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to a forceful demeanor where persuading patients just becomes part of the task at hand (Carlsson
et. al., 2004). Jack describes de-escalating as an intervention that patients can experience as
being contrived or fake. Carlsson et. al. (2004) identified psychiatric healthcare workers who
have a genuine and attentive interest in the patient who is escalating as being more likely to help
create a positive outcome, such as preventing RS use.
One to one mentoring of new staff members over time is required for skill
attainment according to Jack, and the best style for the individual is dependent on that staff
member’s life experience as well. Life experiences play into the development of de-escalating
skills and likely affect a staff member’s ability to recognize and read, intuitively and
explicitly, what is going on with an agitated patient who is escalating. In order to be effective at
de-escalating a situation and an escalating person, psychiatric healthcare workers have to have a
level of professionalism that comes with experience and being supported by others (Carlsson et.
al., 2004).
Recognizing patterns, and reading the signs of patient behaviors helps staff to introduce
the de-escalating process. It is well established that this is not a predictable practice action that
staff engage (Johnson & Delaney, 2007). Recognizing both the obvious and subtle warning
signs, and patterns is the actual starting point of the de-escalating process. Learning these skills
of recognition takes time, support and education.
So the – and I can’t remember what the acronym is that MANDT stands for, but it is
de-escalation, being able to recognize when a patient’s escalating and de-escalation.
Um, attempts to de-escalate them to avoid a situation. (Rikka)
Rikka equates de-escalating with an unremembered acronym: MANDT is de-escalation. She
can’t remember what it stands for, but knows it has to do with de-escalating a patient to avoid a
situation where RS use could result. It is hard to imagine that this acronym is very helpful when
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psychiatric healthcare workers can’t recall the basics. Further, situations can be made better or
worse depending on a staff member’s de-escalating skill set. Individual attributes of staff,
including tone of voice and manner of approach, make a difference in the process of deescalating.
Yeah, I mean, when I – when I’ve, you know, talked to other people sometimes, um, that,
have seen like depending on, you know, staff’s tone of voice sometimes, or, um,
sometimes, you know, if – or – or if a patient has a request and, you know, uh, sometimes
the way staff responds, you know, people will say that – that sometimes, you know, that
can escalate a situation. Or that sometimes the way staff approaches a patient that’s
escalating, that can make a difference. Um, you know, I’ve heard people talk about, you
know, like some staff are better at de-escalating or preventing restraints and seclusions.
Um, you know, there seems to be kind of a whole, uh, gamut of the way people, I guess,
are able to prevent restraints and seclusions or not, you know, whatever the case is. Um,
so, I mean, sometimes, you know, so I have – have seen things that have not worked or
made a situation worse. (Yolanda)
De-escalating is a term frequently used by participants that has an array of meanings for
healthcare workers in the field of inpatient psychiatry. In Yolanda, Jack, and Patrick’s negative
cases, there is the side of de-escalating where things are done, or said that make a situation
worse. The discourse of de-escalating encompasses language, behavior and practice norms on
inpatient psychiatric units that are not well defined by the field, and continue to show variation
among individuals, institutions, and policy-making entities. The de-escalating process, vital to
RS prevention practice, is not well understood by psychiatric healthcare workers, but the term is
used frequently in all discussions of RS prevention.
After applying seclusion, Rhonda uses de-escalating to get the patient out of isolation.
Are they a new admission, uh, are they in need of something, are they just psychotic and
– and, you know, acting out. Uh, upon new admission it’s usually checked for what
medications they’ve been given, give them and give them a now chemical restraint first.
Try it first. Uh, if, um – if it – if they’ve been there, they have had time to – we’ve had
time to do a – a better assessment of what’s going on. A lot of times, talking to them and
actually listening to what they’re saying and – and letting them feel that they have a
voice, that – that does a lot for our, uh – for, you know, de-escalating a patient out of
seclusion. (Rhonda)
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The properties and characteristics of de-escalating range from a philosophy to the
application of a Band-Aid®, or the use of a punishment. De-escalating takes time, and a staff
member’s life experiences play a role in skill development. Patients recognize psychiatric
healthcare workers who are faking it. There is the physical nature, and the action of de-escalating
a person who has reached the point of agitation. Knowing how to de-escalate comes with
experience and knowing what works. De-escalating involves a complex set of concurrent
observations, interpretations, and actions that the psychiatric healthcare worker must have time
to simultaneous recognize, read, integrate and respond to, while utilizing explicit and implicit
knowledge of how to deal successfully with patients who are escalating.
Some psychiatric healthcare workers earn the reputation of being better de-escalators
based on individual attributes, expertise and know-how, and these staff members are relied upon
in crisis situations. De-escalating is a large component of RS prevention policy, although it is not
completely understood by the policy implementers on psychiatric inpatient units. The word deescalation is deeply embedded in the normative practice language of inpatient psychiatry.
The policies directing de-escalating speak to the necessity, and requirement of deescalation training for psychiatric healthcare workers. However, from these participant
interviews, it is not evident that they are all receiving the sufficient or necessary investment of
time, resources or education to fully comprehend the concept of de-escalating, and to put it
immediately into practice. The word de-escalating is used freely throughout the interviews
without a clear and consistent sense of what it specifically means in practice. In order to ground
the interview findings, it is essential to take a look at some related policy documents.
Hospital and behavioral healthcare organizations and their nursing leadership groups
must make commitments of adequate professional staffing levels, staff time and resources
to assure that staff are adequately trained and currently competent to perform treatment
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processes, milieu management, de-escalation techniques and seclusion or restraint
(APNA, 2007, p.4).
Engaging psychiatric nursing staff in the continuing efforts and processes of de-escalation
education are seen by APNA as professional commitments. However, the CMS (2006)
regulations, requiring only 7 to 16 hours of training modules covering de-escalation techniques,
hardly seem adequate to allow psychiatric healthcare workers the chance to become
skilled at de-escalating techniques in real world time.
We require that each individual who will potentially be involved in restraint and
seclusion of a patient have training in the proper techniques. According to the National
Association of Psychiatric Health Systems (NAPHS), initial training in de-escalation
techniques, restraint and seclusion policies and procedures, and restraint and seclusion
techniques range from 7 to 16 hours of staff and instructor time (CMS, 2006, p. 71424).
Some of the commenters included in the Hospital Conditions of Participation, Final Rule (CMS,
2006) noted that this was a minimal expectation for organizations and institutions to follow.
One commenter reported that it provides staff with a minimum of 16 hours of annual
training that emphasizes verbal de-escalation techniques. This step, in combination with
others, has resulted in dramatic reduction in restraint/seclusion use for that hospital in the
past 2 years. Many other commenters reported that their hospitals employ extensive
training for clinical staff; one commenter noted that training direct care staff is a good
investment of its resources (CMS, 2006, p. 71401).
Policy that accurately reflects the meaning of de-escalating, expressed and operationalized by
psychiatric healthcare workers is lacking, as Brenda points out:
You – well, really, if you’d actually do use what they teach, um, as far as the verbal deescalation part, um, you – you’d probably get better results, actually, um, because what
they teach, really is common sense. Sometimes when they do teach it, it don’t come
across that way. But, really, it is common sense. (Brenda)
Martha sees that de-escalating does not work in some situations when patients are
psychotic, and she relies on medication. Again, what she means by de-escalating is not made
explicit.
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But I have – I’ve had to put a patient in – well, she was aggressive, not just (laughs)
scary. But, um, yeah, we’ve had to put her into seclusion when she – I mean, she was so
violent we – we couldn’t hold her down, so we just put her in there and shut the door.
And she was the one that threw the coffee on the other patient and then hit the staff
member in the face. And, I mean, she was like seven foot tall – seven feet tall. And, you
know, here – here we are way down here (indicating), and we couldn’t restrain her, so we
had to put her in seclusion. And like once we got her in there, she calmed down and it
was just like – I don’t know what it was. She just – but with like really psychotic patients,
I found that de-escalation doesn’t really work as well, and, you know, talking to them.
And, I mean, if they – they don’t even know who they are or where they’re at or what’s
going on. I don’t – I don’t think that they can process what you’re saying to them. Um,
so usually medication is prevention in restraint and seclusions. (Martha)
Although de-escalating is the most commonly used practice word in RS prevention, it is not well
defined, and it does not always work. Martha describes a situation where de-escalating did not
work while she laughs off her fear while she speaks about her patient who was physically
towering, violent, and losing touch with reality. Martha sees medication as having a
dominant role in RS prevention practice, especially with patients who are psychotic.
Hallucinations are frightening for patients to experience, and for staff to observe.
Psychotic thinking can occur with psychiatric diagnoses such as schizophrenia, schizoaffective
disorder, borderline personality disorder, delusional disorder, and major depression, or with
physiologic changes related to drug and alcohol withdrawal. Personality disorganization and
disintegration accompanies a severe distortion of and withdrawal from reality (Gorman, Sultan &
Raines, 1996). Patients who are having psychotic symptoms are difficult for participants to deal
with. Re-directing is another practice action identified by some participants within the larger
context of de-escalating, RS prevention, and knowing, or not knowing what to do.
Redirecting the focus. Redirecting is included in Boyd’s (2008) definition of deescalating: to change the direction or focus of a patient whose behavior is escalating and
requires a response from the psychiatric healthcare worker. This practice action is described both
within the context of de-escalation and as a separate, stand-alone intervention.
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Some participants (5 out of 21 [24%]), almost one quarter, describe redirecting as a
practice action related to RS prevention. Centers for Medicare and Medicaid Services (2006)
refer to a process orientation when it comes to redirecting: “In the therapeutic environment, staff
often skillfully intervene with alternative techniques that redirect the patient, engage the patient
in constructive discussion or activity, or otherwise help the patient maintain self-control and
avert escalation” (p. 71405). Participants’ accounts and stories of redirecting are often
intermingled with de-escalating, and the prevention of RS use in general. Defining the precise
boundaries of these prevention categories and concepts is an ongoing process. To complicate the
fuzzy definitions, the variation among state regulations, values, and priorities is illustrated by
Wilhelmina. She has experience working in three different Southeastern states.
Well, the staff usually try to talk with the patients first to do a lot of verbal redirecting.
Um, and then, um, here in (State C) they have what you call a PI hold, which is least
restrictive. You’ll put them in a certain hold and maybe do that and see if they’ll calm
down versus putting them in a – in a restraint or seclusion. (Wilhelmina)
The use of a “certain hold” as opposed to a restraint is puzzling. To refresh, the CMS
(2006) definition of a restraint is “any manual method, physical or mechanical device, material,
or equipment that immobilizes or reduces the ability of a patient to move his or her arms, legs,
body, or head freely” (CMS, 2006, p. 71380). The implication that any type of a hold is least
restrictive and is not technically classified as a restraint, is problematic. This redirection does
not represent an alternative technique but instead substitutes one type of restraint for another,
at least, according to the CMS definition. The use of language is important when it pertains to
the substitution of the word ‘hold’ for the word ‘restraint’. The meanings of the words hold and
restraint show regional and institutional variation, again reflecting the heterogeneity of practice
language and actions described herein.
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Redirecting includes the many interventions that psychiatric healthcare workers use to
compel patients to follow through with instructions, and to refrain from escalating behavior. The
path that redirecting takes is unpredictable, and the thing that works in one situation may not
work in the next. The idea that the patients have needs that are contradictory to the staffs’ needs
is introduced by Yolanda, while she discusses redirecting:
Um, we have a – a great staff of people who are – worked psych for quite some time, so,
I mean, staff just remains calm and tries to redirect the patient to more appropriate
behavior and – and set limits with the patient. But it’s, um – I mean, it’s never one set
thing that works for the patients. I mean it – it really just depends on the patient, what –
and what their needs are. (Yolanda)
Setting limits is a form of redirecting and is described by Keltner et. al. (2007) as one of the most
central milieu management techniques used by the psychiatric nurse. Gorman et. al. (1996)
describe setting limits as: (1) explaining exactly what behavior is inappropriate, (2) explaining
why the behavior is inappropriate, (3) giving the individual choices, and (4) allowing time.
Along with the idea of patients having needs, the psychiatric symptoms that brought the patient
into the hospital are added to the equation. The way redirection interventions are tailored has to
do with the patient’s symptomology as well. In contrast to Yolanda, Sheila attempts to engage
the patient in negotiating a reasonable outcome, rather than setting limits. Yolanda is more
concerned with having the patient behave in a predetermined or normed manner that is socially
defined as ‘appropriate’ by the experienced and respected staff members involved in the
redirecting. Sheila is not convinced that it is possible to reason, or negotiate with a patient who is
suffering with psychosis, nor has she seen redirecting used the way she would like.
To prevent it [RS] from happening- um, typically we redirect-um...talk, reason with them,
um if it’s possible with a psychotic patient. Sometimes we try to get them to take a walk,
especially the adults, you know sit down and talk it out, the problem, you know. “What’s
caused you to feel upset? What’s upsetting you right now?” More of a talk down situation
that’s what I’ve seen done. I haven’t seen as much as I’d like to see done....but…
(Sheila)
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Participants do not always agree with the way other staff members utilize redirecting.
The tools are there, I mean they really are and they should be used. ‘Cause I sat through
the last refresher going, “Well I’m not really gonna sit here and complain because it’s not
really fair...He [trainer] said, “Don’t ever corner someone...” I kept thinking in my head,
let’s count, Oh My Gosh, how many times have I seen someone do that...I mean for
throwing a mattress or biting yourself?... or... I mean, they [staff] also start cussing at ‘em
[patients]. I mean that’s not redirecting, that’s not trying to talk ‘em down, ...so....They
need to review films more often, but there is no audio on the video camera,...The other
staff say, “Just put your back to it [camera] and say what you want to say. (Pause)
(Sheila)
Sheila is clearly exasperated by the lack of redirecting skill that she observes in her co-workers,
questioning whether it is fair for her to speak up and tell the trainer. She would like to have staff
members that she works with observed more often via the institution’s video camera. She hears
other staff cussing at patients, knowing that they can’t be heard by the camera. Sheila also
discloses that she has a son with Oppositional Defiance Disorder, and has found redirecting
helpful in dealing with him. In describing how she has dealt with her son, Sheila uses the
metaphor of gasoline on a fire. She does not see her co-workers putting in the needed time and
effort to effectively use redirecting, and implies that some staff members make the situation
worse by fanning the flames. This lack of skill and of understanding basic behavioral
reinforcement leads the children on her unit to pull the emergency button to get the staff’s
attention and reaction. Ultimately, she thinks that RS are perceived as being less work for the
staff members involved.
Oh, yes, definitely! Absolutely, there’s a perception that it is less work to do a restraint or
seclusion, even though it is a lot of paperwork. Well think about it, you know how much
harder it is to redirect children? It takes time and energy, but it works. I have an ODD
child, you could watch his face he was out of control and the more the gas flew on him,
the hotter the fire got. And then there’s the kids that love it. Push the button [emergency
button] and run! Push the button and run, too, but it takes a lot of work. But redirection
works. (Sheila)
While there is some disagreement around who is skilled at redirecting and what it entails,
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there are the negative cases where participants report that redirecting does not work to deescalate a patient’s behavior or prevent RS use. Not following directions qualifies as justifiable
grounds to seclude a patient, according to Yolanda:
Um, for instance, I work on night shift and, um, we have a patient who won’t calm or
stay in his room, uh, during quiet hours and the entire unit’s sleeping. And so when he
goes around and, uh, knocks on other patients’ doors, won’t stop knocking on other
patients’ doors and waking them up, um, and there’s no, uh, redirection, and they’re not
following – and he’s not following instructions, then you don’t necessarily have a choice
but to put him in seclusion to allow the other patients, um, rest. (Yolanda)
Um, well, sometimes, if patients, you know – (sighs) we have patients that – that don’t
listen to anything that you say, even though you’ve said it like ten million times, you
know. “Don’t eat out of the trashcan!” They’ll go back over there and do it ten minutes
later, and, you know, it’s just kind of like a repeated thing, you know. The patient’s not
doing – following directives. They’re not, you know, putting themselves or other people
at risk, but, you know, they’re stealing other people’s food off their trays or eating out of
the trashcan, are, you know, just non-redirectable. And, um, sometimes they’ll say,
“Well, maybe we should send ‘em to the time-out,” which we do send them to time-out,
and most of the time it doesn’t lead to a seclusion. If they’ll go willingly to the time-out
room, take some time away, um, talk to ‘em about why they shouldn’t eat out of the
trashcan, take other people’s food ‘cause, you know, that could – someone could injure
them if they take their food. (Martha)
There are times when no alternative option to RS use is seen as a possible choice; for
example, when a patient does not respond to redirecting, or the rest of other patients are at stake.
Martha has seen patients be non-redirectable and not listen to a word she says. Martha fears for
her patients’ safety while she eats off of other’s trays and out of the trashcan, but says most of
the time this behavior does not lead to seclusion. The symptoms that Martha describes, her
patient eating food out of the trashcan and being non-redirectable, could result from delirium or
dementia, diagnoses which are included in a psychiatric assessment and differential. Patients
with psychotic disorders such as schizophrenia and bipolar mania exhibit the same disorganized
behavior, altered attention and diminished focus, as those suffering from delirium or dementia
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(Saddock & Sadock, 2007). Understanding the patient’s diagnosis and symptomatic treatment do
not appear to be part of Martha’s decision-making or problem-solving processes.
Sheila wants her co-workers to use more redirecting with patients to reduce the
occurrence of using RS for punishment. She sees redirecting as a way to accomplish this, and to
de-escalate patients as a way to keep everyone safe.
Well, I feel like sometimes it’s [RS] used as a punishment. Like, well, they won’t (lipreading ’No one will know what I’m saying right?’) Yeah, I feel like it’s used as
punishment a lot, cause afterwards it’s like, um, ‘Ok, they won’t mess with us again.
They won’t do that again’ but you know, ‘put ‘em in a bed net and we won’t have this
problem again.’ So I think it’s used as a punishment instead of a discipline...instead of the
way to de-escalate a person, which is what the intent of it [training] is. To keep them safe.
To keep us safe. Um, the theory behind it is wonderful, I mean it’s incredible, I’ve used
the redirection, I’ve used the.....I mean it does work if you have the patience to do it....if
you can remove the person from the situation, you know, um. A lot of what they told me,
as a new person has worked in many situations. A staff said to me, ‘I don’t baby the
patients.’ I asked her about redirection, the things we’re supposed to do she says, ‘I don’t
baby um, they do something like that,’ she goes, ‘Unh-ah (neg.), I don’t deal with that
crap.’ (Pause).....um, I said, ‘But it worked? It worked much better than being grabbed.’
....um, you know that was leading to escalating in my mind, with these types of
patients.... (Sheila)
In Tennessee, it is unlawful to use RS as discipline: “Isolation or restraint must not be
imposed in any form as a means of coercion, discipline, convenience or retaliation by staff”
(T.C.A. § 0940-3-6, p. 4). Sheila thinks it is acceptable to use RS as a form of discipline, but is
critical of how other staff use RS as retaliation. Staff intervene both skillfully and unskillfully
using redirecting to avert escalating and RS use. Not all participants think that redirecting is
always possible. Redirection is a term to put on RS documentation forms when they occur.
No, I mean, you need to talk about it, write it on the form, the interventions you tried
before the restraint, what you did....to redirect them or time away, um. (Bertha)
Redirecting is put down on the forms that need to be filled out following RS use.
Participants’ impressions of RS use clearly contradict Tennessee law, yet there is little awareness
of what crosses the line with redirecting or use of RS. Distracting is another practice action that
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psychiatric healthcare workers take to prevent RS, and is associated with redirecting patients’
energies from destroying objects (CMS, 2006).
Distracting from fixation. The definition of distracting depends on the context of
what is actually occurring in the milieu. Keltner et. al. (2007) define distracting as providing an
opportunity to engage in an alternative activity. Boyd (2008) further defines these alternate
activities as music, counting, television, reading, play and exercise. Neither the psychiatric
nursing or medical textbooks, nor the participants provide concise definitions of these practice
actions and participants describe different activities.
A few of the participants (4 out of 21 [20%]) reported using distracting to prevent RS.
The Centers for Medicare and Medicaid Services (2006) also endorses the use of distracting.
A patient who is trying to destroy an object can, in some cases, be distracted or
encouraged to redirect his or her energies. Again, we emphasize that the decision of how
to handle any given situation will depend on the patient, the patient’s history, the
patient’s symptoms, and the seriousness and immediate danger presented by the patient’s
behavior (p. 71406).
One of the problems with practices and policies that objectify patients as things to be
quantified and qualified is that it removes mutuality from the equation. The participants describe
practice interventions such as distracting by omitting their own subjective experiences from the
situation. There is an expectation that everyone knows what a typical de-escalation strategy is,
and the stages it follows, including redirecting and distracting. The data so far do not support a
predictably ordered set of practice steps to enlist in this social world of uncertainty and erratic
behavior. The successful interventions reveal an unspoken anticipation of what comes next, and
what comes next is a decision that is moderated by the available resources. Will the RS be
successfully prevented or will it occur. However, these subtle maneuvers are over-powered by
practice actions and interventions that are described by participants as task-like performances

170
rather than the human interactions that they ultimately are.
Um, you did your typical, you know, de-escalation strategies, you know, starting with,
uh, verbalizing, try to communicate with them, um, try to distract them. In our unit,
because they were so acute, these patients typically came through the ER or from nursing
home recommendations, they were behaviorally really acute level patients. So they’re
already at that level. So if something happened, um, you had – you were – you had
patients who were escalating off of escalations already, so it was over the top.
(Cassandra)
They usually remove other patients from the area, try to get them out of the way, um,
they try to, they try distraction. Whatever they are fixated on, they try to distract them
whatever it is they are upset about. Um, they are sometimes quiet and give them space,
um if they are yelling, just give them space to get it out and honestly I can tell you, a lot
of times they don’t know what to expect because the patient is so unpredictable. So they
are basically trying to give themselves more time until, you know, more support can
come or basically give them time and space. (Bertha)
Bertha suggests that a warning sign arises when a patient is fixated on something, and
this is when distracting can work. Fixation describes a type of object relatedness that is
problematic in this environment, cueing the staff that unpredictable behavior may be anticipated.
Both normal and pathological development progress through the internalization of unsatisfactory
and pleasant images of self and others from childhood. Unsatisfactory images of self and others
can cause persons to fixate on objects and people and to become frustrated or stuck (Sadock &
Sadock, 2007). This way of relating to other people creates the unpredictable behaviors that
Bertha refers to. When a patient is fixated, staff members do not know what the patient will do
next.
– so we give them their own space to calm down. I’ve seen people distract; you know,
’Hey, what about …?’ (Marlon)
Sometimes the distractions would work. Um, you know, if – if they had some behavioral
things like if – if you knew they liked walking, you know, if you could get them off
walking maybe or, you know, if they were mobile, which many of them weren’t mobile. I
mean, these were old, sick people you know. So, you know, try to walk them, but, you
know, we were short-staffed like anybody else, so to find a CNA [certified nurse’s aide]
who wasn’t already, you know, dealing with an acute patient to try to distract this person,
you know, you might not have been able to have done it. (Cassandra)
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Cassandra and Marlon come closest to describing distracting as an interactive process
that includes trying to understand the patient’s point of view by asking questions, and engaging
in activities that are known to be enjoyed by the patient. In relation to RS prevention, resources
such as having enough staff come up frequently during participant interviews while describing
practice actions such as distracting. In order to use distracting successfully, there needs to be
enough staff available to help. Talking to patients and other staff members is mentioned by
participants, within several different circumstances.
Talking to people. Hogan & Shattell (2007) contend that patients seek interactions with
psychiatric healthcare workers, and feel cared about when given the time to talk things out in an
environment that is perceived as being therapeutic. The concept of talking appears simplistic on
the surface, but becomes a complex, interactive, de-coding process between staff members and
patients during a crisis situation. Forchuk & Boyd (2008) see talking as including the underlying
emotional and contextual subtext of what is actually being talked about. When staff members are
able to connect and communicate with a patient through talking, a potential restraint or seclusion
can often be prevented.
According to CMS (2006), the required staff trainings related to RS use are intended to
equip psychiatric healthcare workers with the talking skills necessary to intervene with patients
in environments where RS are used. Thirty-three percent, 7 out of 21 participants, said that
talking was part of a strategy to prevent RS use. Rayna and Wanda use talking to de-escalate and
to see what next steps can be taken to prevent harm, giving the impression that this is not a
predetermined process but rather, one that takes into account a continuous feedback loop based
on patients’ behaviors and responses to the intervention. Talking does not always work, and staff
must constantly adapt to the situation the way it unfolds.
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Well, we’ll go in and talk and try to see if we can de-escalate it through talk and see
what’s going on, if there’s anything we can do. And if there’s not a response, then we
will just – we will put them on a constant observation. Where – because we don’t want
to put other patients in harm, so we’ll just really keep an eye on the situation and stay
either in the day area or right outside the room. (Wanda)
I mean, I try to catch it early, um, you know, and if I can tell that talking to them is not
going to help and they’re still getting agitated, then I do, I – I give them something for
that, for the anxiety or the, um, agitation and try to, you know, handle it early before it –
it does get out of control. So, you know, I think trying to catch it early and trying to stay
on top of things is the best thing to try to prevent restraints or seclusion, so – Um, I don’t
– maybe, I don’t know. (Rayna)
To prevent RS use, Wanda monitors the situation closely while Rayna medicates the patient,
trying to catch it early if talking does not work. Marlon talks to patients to get their side of the
story and to help him understand what is going on.
Um, I’ve seen a variety of things. Um, I think my first response now is to always just try
to step in and meet the person where they’re at and try to truly understand, try to let them
know I’m some – to the best of my ability, I’m here to help them. Uh, the last example I
saw was a young man who was upset. He’d had the – he’d had the level suspended. I – I
didn’t do it, so I just stepped in and said, “Hey, let me help. So why don’t you calm
down. It’s going to look better; it’s only a suspension versus being revoked.” Or, hey,
we try – try to talk with the person to get a better understanding, “Tell me your side of the
story.” (Marlon)
Marlon sees the conflicts arise when patients have their privilege levels suspended or revoked.
He tries to assuage the tension created by a level suspension executed by another staff member
by talking with and reframing the situation for the patient.
Brenda has seen a co-worker get hurt when their talking skills were not proficient, and
feels that a lack of training contributed to this staff worker being hit. Wanda also identified
knowing how to talk to patients as being important, and not something a staff member can learn
from a book.
You know, that kind of thing. This – this particular person has been hit more than once. I
won’t say beat up, but – but hit. That was a poor choice of words. Um, but then again,
you know, I’ve seen this – the way this person has talked to the patients and approached
the patients from time to time, so, you know, maybe that could have been prevented.
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Well, I don’t think they got enough training, I mean – I doubt it (pause), um, ‘cause –
‘cause their preceptorships just lasted just a few days. I really don’t think they’re
[administration] allowing them [new staff] to work with someone long enough. Um
(pause), well, like on the adult unit, um, the staff would, you know, talk to the patient in a
very condescending way. Um, may have – may have like a hateful tone. Um, really, just
kind of talking down to them [patients]. (Brenda)
Yeah, but that’s not everybody. I – I wouldn’t say everybody has that ability. If
somebody – a lot of the – if someone’s a new employee, they aren’t really – they don’t –
some people just don’t have the training. ‘Cause if – if – if some people are going to
school, they don’t really know how to talk, and if they don’t have it, uh, naturally, being
able to, uh, have intuition and – and know how to de-escalate, then sometimes they cause
more harm than calming the situation. (Wanda)
Without adequate training, staff can talk to patients in a way that provokes a situation to become
hostile, subsequently causing RS use and staff injuries to happen. Learning and knowing how to
talk to patients can prevent injuries. Brenda does not perceive the hospital administration as
valuing the time that new staff gets when learning the skills necessary on how to talk with
patients to prevent RS or other staff injuries. The lack of an adequately timed mentoring
relationship is seen by Brenda as contributing to a staff member getting hit by a patient. Brenda
and Cassandra describe co-workers who are highly skilled at talking to patients to prevent RS
use or other injuries. The desired outcome of talking is having a calming effect on patients.
Um, ‘course the other one [staff] is – well, really, they don’t get – they don’t get – they
don’t ever get loud with the patients. They listen to the patients and, you know, they’ll
bring the patient aside or try to bring them aside and, you know, try to talk to them. But
I’ve not seen them raise their voice – or heard them raise their voice. (Brenda)
I just recall her being able to go out and talk to these patients and, you know – and try to
distract them, and – and it calmed them down. She did have a calming effect. (Cassandra)
Brenda also hears her patients saying, “I haven’t – nobody will – nobody’ll talk to me. You
know? Nobody’ll listen.”
Knowing how to talk to patients happens in conjunction with other practice actions,
including de-escalating, listening and distracting, calculated by psychiatric healthcare workers in
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the moment to prevent RS.
Usually, what staff will do, we’ll, um, try to, um, separate the patient from other patients;
um, they will try to, um, talk with the patient, usually a place away from the other
patients either in their rooms or another, um, quiet room away from the patients; or try to
talk to them and have them do some deep-breathing exercises, just try to take them out,
um, of on while they’re in the hospital, so – (Rayna)
But I’ve had to come in, um – I’ve had a patient almost get in a fight with a family
member ‘cause the family member was annoying them. And I’ve had to come in and just
use, I call it, my “big girl voice,” my “Marine voice,” and just tell the patient very firmly
and loudly to stand down, that nobody was hitting anybody here and we weren’t going to
have that. And in that situation, that was enough. (Rikka)
Talking to hospitalized persons and using a certain authoritative style are described by
participants as a way to prevent RS use. There is the perception that talking skills can be learned,
but improving staff’s educational level and ability must be valued by the organization so these
skills can be thoroughly learned by their employees. Adequate training in talking skills is directly
related to preventing staff injuries.
Improving patients’ experiences of care and the care environment begins with talking
about the quality of services delivered, both inside and outside the walls of psychiatric healthcare
organizations. Glenda thinks you have to meet all stakeholders where they are at, in order to talk
with them about RS prevention.
I think it’s just working with people really, I don’t think there is any magic technique,
really, I think you just have to meet people where they’re at and get them to understand
that this is something not just about patients, it’s about staff too, It’s about providing
environments that are non-violent and safe for everyone. We are talking about safe
environments, not just for those we serve but for everyone. And I think when that
happens we can understand that we are trying to help people heal and recover. Creating
the environment for staff where they can feel empowered in the process, rather than just a
-Uh, that doesn’t happen unless staff gains some understanding of why people are
behaving that way in the first place. (Glenda)
Talking about the creation of non-violent cultures of care and safe environments for patients and
psychiatric healthcare workers involves a much larger, continuous conversation among all
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stakeholders. Empowering psychiatric healthcare workers in the process, providing opportunities
for growth and development, and understanding patients are required elements to transform
environments that are safe for everyone. Not all participants feel empowered or secure.
Right. When they’re [staff] the ones involved in the actual physical activity, and – and
it’s very stressful on the staff member. It is. It’s, um, because you’re questioning – and
you’re also questioning, Am I going to lose my job over this one? Over this particular
restraint, was something not done? Was something not right? Am I gonna lose my job
over this? See what I’m – I’m saying? Like if they review the tapes, like if – if you try to
do the – the physical part according to your training and it doesn’t go down that way,
because it always can’t, you know, the patient’s fighting back in a different way, and
you’re having to do more modified hold, kind of on the fly. Where you did a move that’s
not part of the training, in the back of your mind you’re – and – and are – They’re gonna
see this on the tape and am I gonna get fired? Because it’s not the proper technique, even
though the – the staff didn’t get hurt; there were no injuries whatsoever. The end result
was the same. But because of that one thing that they did that was different, Am I gonna
get in trouble for this? So there’s also that kind of paranoia where you’re like – and
that’s recent as well. That development where you have to do A, B, and C. Well,
sometimes you have to throw in a D or do something different. And it’s – and it’s
instinctual and it’s – and it doesn’t cause any injuries and it doesn’t cause any harm; it’s
just a little bit modified, but you have to do what you have to do to get the end result
where the patient is safe. And, you know, you’re questioning like, Did I do this right? So
– and there’s that pressure and that stress on the staff member, and there’s nobody there
to come afterwards like, Yeah, that was – that was not part of the training, but you did
what you had to do and it’s okay. You know, that’s okay, because nobody got hurt,
um, and getting them just more involved on – without feeling like you’re gonna get
reprimanded. What do you think you could have done differently, you know? There’s just
not that talking or debriefing afterwards. It’s kind of up to staff to kinda – Um, they just
don’t feel heard. (Janna)
Talking about RS after they happen is something that Janna thinks would help staff work through
the constant questioning about decisions that are calculated and “made on the fly.”
Understanding the amount of stress that psychiatric healthcare workers endure, during and
following RS episodes, needs to be talked about according to Janna. It is important for
psychiatric healthcare workers to talk about their feelings, and debrief after a violent or
aggressive encounter. Repeated exposure to aggression, threat, and violence in the work
environment places psychiatric healthcare workers at-risk of adverse health consequences
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(Carlsson et. al., 2004). Psychiatric healthcare workers should be valued enough by their
organization to have the time to process their fears and to translate the message of violence
prevention into practice. Talking about safe environments necessitates participation in an open
inter-professional dialogue.
Psychiatric healthcare workers describe talking in relation to the inter-professional
communication that RS prevention practice entails.
Usually, we’ll pull – if – if the patient is in a group, we’ll pull the person aside, we’ll get
them away from the group, and talk. But before that, we’ll usually go to the nurse,
whoever the nurse is in charge, an RN, and let them know that you see a possibility that
there could be an escalate – that we’re seeing some escalation going on. (Wanda)
And this one doctor went in again, talked to the patient, and actually walked and talked
him into going, actually walked with him down to the procedure room. Um, that – that
was recently. I had never seen him do that before. Um, but he – he did help me out twice
on that particular thing, but this patient wasn’t really escalating, so to speak, to be, um –
(Brenda)
Having frank, inter-professional talks among psychiatric healthcare workers in relation to RS
prevention, and working as a communicative team helps to model the kind of talking with
patients that can de-escalate a situation. Rikka does not observe communicative, talking among
nurses, physicians and psychiatric consultants at her hospital, which she describes as having a
paternalistic culture that impedes with the process of open communication.
So another piece that, um, I think we could do a lot better at, and this just kind of reflects,
I think, from this, I think, more of a paternalistic kind of nature still in the facility, that I
work with – with MDs and nurses … And, um, like psych won’t consult the nurse, which
I still can’t get my mind around because how can you have a clear picture of what their
disposition has been during the day, during a little five-minute interview, why would you
not ask the person that’s been with them for twelve hours? (Rikka)
Rikka does not understand why the nurse on the floor is not consulted by the psychiatric
consultants who do patient assessments; concluding that the poor communication and
unwillingness to work together is related to the hierarchical, paternalistic culture of her

177
organization. Ironically, physicians who work on inpatient psychiatric units where RS are used
are not required by CMS to take the de-escalation and RS trainings assigned to other psychiatric
healthcare workers (Lebel, 2008). Planning for quality RS prevention practice includes open,
inter-professional communication among all psychiatric healthcare workers involved in
providing care.
There are times when participants saw an opportunity to talk to a patient prior to RS use
that other staff members or co-workers did not act upon.
I can think of in particular, a patient was placed in seclusion, and, um, I don’t know, it
was almost, um, like the staff didn’t really – they didn’t – I don’t know, it was just like
they just went ahead and put them in seclusion. They didn’t take them [patient] out of the
– out away from everybody and sit them down and try to talk to them. It was almost like
it was acted out without the patient and they [staff] just took them right to seclusion. Um,
you know, I – I didn’t agree with that. I thought they should have gave the patient a little
bit more time instead of just taking them and putting them in there [seclusion room].
(Rayna)
Rayna observes another staff who put a patient in seclusion without first trying to talk with them,
which she reportedly did not agree with. According to Rayna, talking and giving the patient more
time could have prevented a seclusion episode for this patient. Mack has seen staff talking to a
patient to calm them after a restraint, and seen nurses escalating a situation by getting into a
power struggle with a patient.
I’ve – recently, I’ve seen one example of a person after the, um, restraint was done
actually talking the patient down and calming the patient down so the restraint could be,
um, removed. It was a physical hold by at least four people, maybe five people, and he
was very good about, um, calming and speaking in a calm voice and, um, pacing himself,
um, through the things that I – I think that I have seen nurses in psychiatric hospitals
escalate situations that potentially wouldn’t have to be, um, violent and get – get the, um,
energy level up. I think that that’s – frequently there’s – oftentimes, nurses get into a
power struggle with the patient, um, over a number of issues and – and that’s a thing that
I try to talk to them about when I observe, um, them doing that, ‘cause they – they do
tend to escalate those situations. I don’t know if they necessarily end up, um, requiring a
restraint. Most of the restraints that I’ve seen at the private hospital have been for patients
that were so agitated that they were almost going to hurt a peer, um, or hurt themselves.
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The private hospital, I think, actually did a little better job than the state hospital in
minimizing restraints. (Mack)
Mack wants staff to talk to patients in a manner that won’t escalate into a power struggle, or a
preventable act of violence. He has sometimes intervened by talking to the staff members
involved because he does not want restraints to be the result of a power struggle between a nurse
and a patient. Mack also thinks that psychiatric healthcare workers in different facilities can be
better at RS prevention, based somewhat on how psychiatric healthcare workers talk to the
patients. Shawna reminisces about talking a patient out of a seclusion room, and role modeling
how to do it for another staff member who she later worked with. She gives the impression that
she processes a special quality that allows her to just open the door and talk to a patient.
And when he became, years later, a manager and I was the director, he would, uh, tease
me, and he would say, “Yeah, I know you. You’ll come in the room and open the door
and just let the person out. You’ll just talk to them.” And then I’d always say you know,
“You don’t need to be in seclusion anymore. Let’s just talk about it,” you know. Now, I
didn’t really remember the incident that he was talking about. But he was remembering
back to an experience he had had with me that left that kind of impression – that
somehow I was like, “Oh, no, we have to –” you know, “What do you mean this person’s
been in seclusion all night?” I’d come in the morning and they’ll tell me, “Well, we’ve
had someone in seclusion all night.” And I’d say, “Oh, that’s not good. Let’s just go in
and talk to ‘em,” (Laughs) You know. (Shawna)
Patrick thinks that talking to a patient following any restraint or seclusion event is a
necessary part of prevention, to clear up any misinterpretations about what happened and why, to
remit Post Traumatic Stress Disorder (PTSD) symptoms that might occur at a later point. He has
seen patients develop PTSD in response to experiencing a restraint or seclusion. According to the
current Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.; DSM–IV–TR;
American Psychiatric Association [APA], 2000), PTSD follows traumatic events that involve
actual death or physical injury, or threat to the bodily integrity of oneself or other people.
Women are diagnosed with PTSD at twice the rate of men, following a traumatic event such as
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RS (McFarlane & DeGirolamo, 1996). McFarlane & DeGirolamo (1996) suggest that the
epidemiological evidence points to a social and cultural “dissociation about the prevalence of
trauma and its impact” (p. 136).
So – so I think we – there’s a lot that we need to do with this. Well, first of all we need to
quit doing restraints and see what happens, I think. I mean, what – it – in most situations
this – you know, um, we’ll figure it out, you know, what’s better than restraint. Um, I had
a female patient once who was a psychotherapy patient who was, uh, restrained in a, uh,
psychotic condition in a – in a hospital in (State C). And she had the – really PTSD, uh,
symptoms from that, and I think many, many cases – I think, frankly, in every case of
restraint or seclusion there needs to be a debriefing at the end of the hospitalization, um,
where you say, “Look, this was done while you were here,” and this is – you know, when
you gotta talk about it, you gotta say, “This is what happened and, yeah, it happened, and
because you hit your roommate, uh, we couldn’t – we were afraid that, you know, uh, the
other person might get hurt, and therefore we had to put you in seclusion for six hours,”
or whatever. (Patrick)
Patrick is hopeful that if we quit doing restraints we’ll figure out something better. He wants to
quit doing restraints and seclusions, and see what happens. Wilhelmina also thinks that there
needs to be a debriefing when RS are used. Although it is not made clear that she includes the
patient in the talking.
Well, I’m seeing that people are looking at it [RS] more. Um, they’re looking at, um,
what we –can we do differently versus putting somebody in restraints. Um, getting
people more trained in, uh, the use of restraints and seclusions. And having more – you
have more policies as it relates to restrictive interventions. As far as the documentation,
making sure that the patient meets the criteria for, you know, putting – being put in
restraints and seclusions, and making sure there is a debriefing. (Wilhelmina)
Learning how to talk to patients is a skill that organizations need to value for psychiatric
healthcare workers to become competent. Talking with patients can help prevent, or create
situations where RS and staff injuries are likely to happen. Sometimes, patients feel that nobody
is available for them to talk to and that’s when inter-professional collaboration can diffuse a
potentially hostile situation. Nurses and physicians can use talking skills to assist the mental
health counselors on the floor and each other. After a RS episode or injury occurs, it is important
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to talk about the situation with the patient, and the staff to debrief and problem-solve. Talking
about safe environments is a conversation for all healthcare workers and communities at large
while creating cultures of nonviolence. Another practice strategy that psychiatric healthcare
workers identify is removing triggering stimuli from the environment.
Removing triggering stimuli. The participant references to triggering stimuli have roots
in behavioral therapy which originates from research on conditioned reflex and operant
conditioning. This approach emphasizes interactions among individuals, and individuals and
their environments. A stimulus is the triggering event that occurs prior to the patient’s escalating
behavior (Keltner et. al., 2007). Kazdin (2011) widens this view of a trigger to include the
characteristics, or conditions in the environment that have a particular effect on an individual.
These effects can be predicted over time. Participants describe numerous ways of removing the
triggering stimuli, or the patient from the environment.
About one third [7 out of 21 participants (33%)], reported removing the patient, or the
stimulus from the environment to prevent RS. Participants describe the cause of RS as something
that is occurring in the milieu that can be removed. Figuring out the trigger is the first step in
deciding who, or what needs to be removed. Janna sees talking as ideally happening before
removing the stimuli.
Um, we try to figure out what is potentially triggered in that patient, if it’s the
environment, if it’s, um, a certain staff member, if it’s a peer. Um, if possible, we try to
remove the patient from the triggering person or the triggering environment. Um, we try
to put them kind of – take them away from the milieu to reduce stimulus. Um, if possible,
we try to talk to them to try to calm them down. We, um – if we know what’s triggering
them emotionally, then we try to talk to them about that, try to get them to use some
relaxation techniques. Um, if, you know – if we know that something is soothing to them,
we try to provide them with that. Either its music or some sort of art or, um, anything that
they – we might know that works with them to calm them down. Sometimes it’s just
letting them pace, uh, or yell, or cry, or whatever. (Janna)
Removing a triggering stimulus is countered with the provision of a soothing object, such as
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music. Letting the patient express themselves can assist them in removing the triggering
emotion. This can allow the psychiatric healthcare worker a chance to know what is going on
with the patient and understand the course of the agitation. Communication among staff
members is also called into play.
Well, it’s certainly the active listening, trying to connect with that person. Um, and – and
reading their body language, reading their tone as well, to know what’s going on with
them, what brought about that kind of state that got them into an aggressive place. And
also, just isolating them from the stimuli, um, trying to clear out a room to kind of get
them away from – from other folks. Letting them vent and get that energy out but also
trying to understand the why behind why they felt threatened and unsafe. Um, and with
co-workers it’s (clears throat) keeping other people out of that situation who may not
need to be in it, letting them know either verbally or through body language that you can
handle it and you’re okay, and you don’t have too many people coming in and providing
more stimulation in that event. So that’s some of the things in the moment, but prior to
that I think there needs to be that good communication, whether it’s through training or
staff meetings about what’s everybody’s roles, whose are more important, what – what
are the expectations. (Baxter)
Other participants looked at removing the patients physically from the environment in a more
concrete and immediate manner to get them away from triggers as soon as possible, sometimes
even before a trigger could be identified.
And pull them off, you know – off of that unit and just remove them – ‘cause the quiet
room is, you know, within the nurses’ station and just kind of get them away from the
other patients completely. ‘Cause even if you take them to their room, you know, some
patients, their roommate can still come in there and stuff. But just getting them away
from the patients completely, sometimes that can help. (Rayna)
...if you can remove the person from the situation, you know, um. A lot of what they told
me, as a new person has worked in many situations. (Sheila)
Sheila uses what she has been told to do because it works. Another strategy is to remove the
other patients, not the patient that is escalating. Bertha tries to get the other patients out of the
way, presumably from potential danger. She sees staff removing patients from the area where the
situation is escalating, and does not always have enough space for them. Reducing stimuli
involves unit design, and providing patients with enough space.
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They usually remove other patients from the area, try to get them out of the way, um.
Definitely, you don’t always have the ideal space you would want for that patient. But
you definitely get everything out of the way, things they could use to harm self or others.
Um, I think the space and layout of the unit is huge as far as keeping the stimuli down,
keeping enough space in between patients and having enough places where they can go if
they want that space they can have it. (Bertha)
Sometimes when patients are having psychotic symptoms, getting aggressive, or have a history
of violence, participants try to remove them from the stimuli of other people in the milieu.
Um, (pause) I’m not sure. I mean, sometimes we just – we will remove them from the
stimuli. You know, if they’re in the group area and they’re responding very heavily and
they are, you know, talking to themselves, maybe getting aggressive, maybe, you know,
thinking that another patient is someone else or a demon or something, we’ll remove
them from that situation, and, you know, take them and give them some time out, time
away, and less stimuli. (Martha)
Jack starts out by talking about removing all stimuli, then describes how he uses himself as a
soothing object for the patient. The encounter he describes takes place with a young man who
has a history of violence, repeated restraints and seclusions, and being traumatized by men.
Just remove all stimuli and – and, uh, sit down in the floor with them. That’s one of my
favorite things to do. Um, I’m always kind of nervous I’m gonna end up getting kicked
in the face or something. But, you know, walking, uh, to a time-out room and just sit
down in the floor –while the patient’s standing up –and just show them, hey, you know?
And I’ll send the staff away –because it may be cockiness or overconfidence, but if I
choose to do that, then I have one hundred percent belief that in my ability I’m gonna be
able to bring that person down to – you know, back down –past that level of, uh, outburst.
And, so far, one hundred percent of the time it’s worked. You know, I’ll just go in and
I’ll sit down on the floor, and it may take five minutes or ten minutes – of me just sit
there being completely silent, and the patient either screaming or cussing or not saying a
word, and they may just be pacing around. Uh, I had one just stand there and stare at me.
About eight minutes later – ‘cause I had my, um, arm propped up on my leg and was
staring at my watch, watching every second, just waiting to get kicked in the face
(laughs), uh, eight minutes later, the patient just dropped down in the floor with all his
weight and started bawling. Apparently, no – he – he did not work well with men. He had
been abused by every man that – that had ever been in his life. He was about twenty-one
years old, had the mentality of about a ten-year-old, and an extreme history of violent
behavior. And, um, nobody had ever given him that amount of time, any time at all.
Everybody, because of his past, had just been afraid of him. He was a big guy. They’d
just grab him and slam him. And they had had problems with him every single admission,
uh, nearly every day, including the day of discharge, because they just, you know, “Oh,
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it’s behavioral. There’s nothing that we’ll ever be able to do about it. He’s just always
going to continue to be violent.” Um, from that day forward,
the rest of that admission, and he hasn’t been back since, he was not violent. You know,
four days after that day that he stayed there, and he wasn’t violent again. He just needed
to believe that – that there was something for him to live for. That’s what he told the
therapist, was that, you know, “There’s obviously something better than what I thought
there was,” is what he said, something of that nature. So I think that’s what they need,
and I’ve had a lot of staff tell me stories like that of their de-escalations or –their really
intense moments with patients. Those are the times that – if you really take hold of them,
that are gonna be the most rewarding, and that’s what’s going to make you come back.
You know? And sometimes you have to hold on to those six months or a year before it’ll
happen again. But those are the ones that make it worth it. (Jack)
Under the active guise of removing stimuli, the important piece for Jack is what he was able to
provide for this patient, who had repeatedly been restrained and secluded during previous
hospitalizations. Recognizing the transforming nature of his presence, attributed to both
cockiness and overconfidence, Jack removed the triggering stimulus of other staff members, and
replaced it with his own calming presence. Moments, counting down to seconds, like these make
the risks of the job worth it to him. Most participants express some need for self-monitoring
during these intense encounters with agitated patients.
Self-regulating. Self-regulating takes place on many individual and interactive levels for
the participants. Self-awareness and self-monitoring are the gateways to a series of subsequent
interventions that take place in the next phases of RS prevention. Forchuk & Boyd (2008)
describe self-awareness as a process of “understanding one’s own beliefs, thoughts, motivations,
biases, and limitations, and recognizing how they affect others” (p. 136). Ideally, self-awareness
should be developed more deeply within a clinical supervisory relationship. Clinical supervision
provides a space for psychiatric healthcare workers caring for patients to examine their attitudes,
responses and tensions with patients, and to discover novel ways of addressing patient conflicts
(Keltner et. al., 2007). Self-monitoring depends upon the participant’s ability to be self-aware.
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Participants describe many levels of self-regulating that their co-workers and participants
themselves engage in.
Several participants describe some aspect of self-regulating as vital to RS prevention
practice [8 out of 21 (38%)]. Baxter includes self-regulating in the trainings that he does, starting
with asking questions about his own emotional and cognitive state at the moment. During his
interview, Baxter let me know that he has never been asked to do any of his trainings on RS
prevention in the Southeastern state that he lives in.
When I go back to some of the training that I do, the four questions you ask yourself
in a toxic situation, the first one is, uh, What’s going on with me? Now, Am I afraid?
Am I ticked off at this person? Am I frustrated? Am I angry? Giving that sense of where
I am emotionally and also physiologically, picking up on my own body cues. Try and
pick, and just trying to be self-aware and calm myself down, try and get myself in a good
state of being where I can interact with that other person, because if I’m frustrated and
angry, I’m probably going to cycle along with that person. So I’ve got to – I’ve got to be
in a calm state and do some things to try to get myself there or realize I’m not the best
person to intervene this individual. I – I may need to get myself out and let somebody
else who’s in a calmer and more neutral state come in and – and – (Baxter)
Being aware of your own emotional and physical states, and being able to read the cues is
important because that has an effect on the outcome. A situation becomes toxic when a staff
member becomes emotionally activated and reactive, along with the patient. The first thing that
Jack does is to make sure that he is prepared for a challenging situation. Otherwise, he thinks he
puts other people at risk of being harmed or potentially injured.
The first thing that I always do is personal inventory, make sure that I’m okay for the
situation, because if I’m not, then – you know, then I’m gonna put the patient or – or staff
at risk of being harmed. (Jack)
Like Baxter, Jack assesses his ability to deal with the situation first. Later, Jack describes what
happens when a staff member is not willing to engage in any self-monitoring.
I saw it a few weeks ago, uh, or a month ago, where restraints had occurred because of
staff. Um, I tried to get the staff to – to back out, you know, as professionally as possible,
because they ended up getting into a, uh – for lack of better terminology, a pissing contest
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with a patient. You know? “No, you can’t do this.” “Uh, yes, I can.” “No, you can’t.”
“Yes, I can.” “No, you can’t.” Sounded like two little six-year-olds on the playground
going back and forth. And, you know, you pull the staff out and you say, “Hey, just take
a break. Take a few minutes off.” “No, I’m not gonna do that. I’m fine.” “No, you’re
not.” Everybody else, the – the two nurses that were there, the other three counselors that
were there telling the person, “You need to come off the unit.” And before the supervisor
which, uh, one of the nurses, at all of our requests, called the supervisor to have the
supervisor come down to have the counselor removed from the unit for a break, just take
fifteen minutes off the unit to – to just relax, uh, before the supervisor got there – uh, it
turned into a restraint between – and that’s really what it was, a restraint between the
patient and a staff member. And it was for no good reason. Um, their [staff] pride gets in
the way a lot. And it kills me. ‘Cause I wouldn’t take part in it up until a certain point.
And then once you’re – you know, when you’re standing there watching something
happen that should not be happening at all just because somebody’s pride was being
injured a little bit, uh, you know, I have a tendency to kind of hold back a little bit, and –
and, uh, I don’t want to get involved in a physical hold over that. But if I see that if I
don’t get involved, then either the – either staff or the patient is gonna be injured, then I
don’t have a choice to get – but to get involved –and make sure that that doesn’t happen.
And those are the days that I leave work and just don’t want to go back. (Jack)
For Jack, watching other staff members lose sight of their own behavior, refusing to listen to
feedback, and causing injuries to happen is demoralizing. He identifies pride as a block to being
open to self-regulating, and acting in a professional manner. Jack feels that he has no choice but
to intervene in a situation that he does not agree with to stop people from getting hurt.
Wilhelmina thinks that the process of being self-aware needs to be engaged when hiring a
new staff member, even before they are working on the floor. She does not think that everyone is
well suited for a job on a psychiatric unit.
So I think in orientation, the staff that’s doing the, uh, orientation need to make sure that
the [new] staff is aware of – really, before they even take the job they need to know what
kind of facility it is. It is an acute psychiatric facility; you know what I’m saying? The
sickest of the sick, so – and some people – it’s not a good fit for some people.
(Wilhelmina)
Some people may not be cognizant of the acuity and unpredictability of their environment. Staff
are not always aware what effect they are having on a situation, and that they sometimes cause a
RS to happen without noticing what they are doing. These unconscious actions place both staff
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and patients unnecessarily at risk of harm. Patrick thinks that patient agitation and aggression are
often the result of being scared, usually for good reason.
The biggest problem with agitation and aggression and combative behavior in a
psychiatric unit is that the staff could, um, unwittingly make it worse, and that – you
know, it happens a lot with restraint and seclusion practices. Um, so patients are afraid
that people are going to grab them and give them forced medicine and stick them
somewhere, and that’s exactly what happens, instead of trying to understand and figure,
you know, how do you deal with this, how do you reduce the fearfulness? (Patrick)
Patrick implies that patients can be afraid of staff members who grab first and ask questions
later. Shawna thinks that preventing RS involves a certain set of skills that includes the right
emotional temperament. She does not think that training is always enough to prevent RS, but
does think that psychiatric healthcare workers need to believe that prevention is possible, while
some staff members “jump the gun.”
But if you have a strong – it depends on where you work, a psychiatric technician, a
program counselor, a mental health worker, whatever – a peer support person –whatever
the folks are, whoever is best at engaging … to help them avoid the need for seclusion or
restraint. I think we need to believe that is always possible, and sometimes people don’t
believe. And, sometimes people jump the gun. And sometimes people just don’t have the
skill or, unfortunately, the motivation or the right emotional temperament themselves – or
whatever. I think they’re all – we’re all people, and even though we’re trained, things
happen. So I think it’s – the most important thing is to have a person or people who can
really engage the patient in every way, whatever that takes, to try to avoid the escalation
to a point where it gets so out of control. And, you know, that can mean a lot of things.
That can mean you’ve got to be able to tolerate a person screaming at you. (Shawna)
Being able to tolerate patients’ behaviors depends on self-awareness and self-monitoring. Bertha
also sees pride as something blocking staff members’ ability to self-regulate, and subsequently
leading to restraints.
Um, a lot of times I think it’s a pride thing. Um, some staff are, um get embarrassed that
they aren’t in control of the situation, and um, they want to be in control, or something,
um, whereas, if you just, um sometimes, kind of let them [patient] yell and be obnoxious
for a second, then they’ll be okay.. But some staff just don’t want there to be any
disruption, so they automatically try to get too close or automatically put hands on the
patient, um, to try to take them to the time away room, when they’re already kind, already
going to go.....I mean they are in this fragile place, um where they are already in this in-
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between state like when they are going to escalate um or go off, and- sometimes I think
we kind put hands on ‘em too soon by trying to take them to the time away room,
because we don’t want the others around to think we are not in control, the patients.
Because my staff who are good de-escalators are usually just extremely patient, not your
alpha type, you know. Um they’re very patient they’re very quiet, they’re very calm
people and they’re okay with someone yelling in their face for a second and moving
on...or....hearing them out or letting them, validating...even it’s, you know, obviously a
delusion or paranoid about something, just letting them vent...not saying “No, this is
wrong!”, letting them vent that, validating, and assuring them that they’re safe...can
sometimes go a long way. (Pause). (Bertha)
Maintaining control, and being prideful are risk factors for RS. Bertha thinks that her staff
members intervene physically too quickly, while the better de-escalators are calm and patient.
Bertha suggests that some staff members are embarrassed about having disruptions on the unit,
and try to dissipate any disruption precipitately, not always in the best interest of the patient, but
to maintain their own sense of control over the unit. Further, it is suggested that some staff are
acting out their own issues without being self-aware or having insight. The tough nature of the
job, and the demands of the workplace also make self-regulating a challenge, according to Janna.
And I think – I think that feeling overwhelmed and stressed out and frustration leads to
anger, and it’s not at the patients but it’s – it’s the – it’s the situation of it all. Um, and it
leads to anger, and I think when leadership makes all these demands and then you have
patients that are also making their demands and you’re kind of caught in the middle and
it’s hard to remain calm and it’s hard to remain therapeutic when – when you’re trying to
do your job as far as leadership wants you to do your job and take care of your patients in
a therapeutic manner, it puts the staff in a very stressful situation and sometimes they
can’t stay calm. And – and, um, when patients are escalating, it’s hard for them to stay
calm because they’re kind of feeling the same turmoil just because of their basic jobs.
They’re – they come in in turmoil, so it’s hard for them to keep all of that in check while
trying to deal with this patient who’s in turmoil. (Janna)
Staff members who are feeling frustrated, stressed out, and fearful about doing their jobs
correctly cannot self-monitor adequately, do not stay calm, and have few emotional resources to
deal with patients who are escalating. There is a balance between the individual, and the
environment that must be established for self-monitoring and self-regulating to flourish.
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Jack sees self-awareness as a prerequisite for self-regulating. Knowing and becoming
comfortable with oneself is part of the journey for psychiatric healthcare workers.
Self-aware. You have to become self-aware of who you are and – and – and become
comfortable with who you are. (Jack)
Self-regulating includes the ability to control emotional reactions and physiological responses to
patients’ behaviors, and to understand the effect that your behaviors have on the patient’s
experience. Being able to recognize your own toxicity in a situation, and to take a break for selfcare is a necessary trait for psychiatric healthcare workers. Getting and hearing feedback from
others is important. Staff members need to be provided with constructive criticism.
Um, I think some people are ahh-I think some people understand how they approach it
can really change the outcome, but I don’t think that everyone’s aware how their tone is
or what their body language is saying, I mean it’s easy for us, other people to see it or
you know, you’ll hear nurses say, “Whenever that staff member works it’s gonna be a
bad day or a restraint”, you kind of wonder if anybody’s ever talked to that person about
body language or tone. I don’t know, um... (pause). (Bertha)
Bertha is not sure whether or not her co-workers receive the feedback that they need to hear from
other staff members, nor does she mention any formal mechanism such as clinical supervision
for encouraging the development of insight related to body language or tone. Others in the milieu
see things in co-worker’s behaviors that they do not see in themselves. Self-regulating may be a
skill that can be supported through a formal feedback mechanism supporting self-awareness,
self-monitoring, and insight on the job. Marlon has trained himself to be aware of how his
actions come across to others, even when he is confronted with uncertainty and his own anxiety.
I have trained myself to remain calm, at least externally. I can stay fairly still, so I’m
always trying to present just a calm, non-reactive front to the person. And then, uh,
second, I’m always trying to analyze, you know, at what point is the safety line crossed,
is it still safe right now if he’s pacing in a fifteen-foot area and we’re outside? That’s –
that’s probably versus … in the ward would be another story. Um, you know, my – I’ve
been – I mean, I get anxious. I mean, for sure, I’ve – I’ve felt knots in my stomach and
anxiety through the roof and heart rates of who knows what. But I think, especially when
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I’ve felt in control, I’ve been able to stay calm and effectively manage the situation.
(Marlon)
Marlon implies that when he is doing a good job with self-regulating, he is able to control his
behavior and outward appearance; he is better equipped to manage himself in this unpredictable
environment successfully.
Again, Yolanda is the only participant that reports getting good mentoring in relation to
self-regulating. She feels competent, and knows how to compose herself.
Uh, like as a new nurse, I wasn’t just thrown out there to the patients, you know? I – I
had, uh, preceptors to fall back on and to really show me how to handle these patients,
and, um, it really helped to where now I’m taking care of them by myself. I don’t get
nervous and – and I know how to compose myself to aid in de-escalating the patients.
(Yolanda)
Yolanda feels that she received the kind of mentoring she needed to develop nursing skills under
the direction of preceptors who showed her how to “handle these patients.” She implies that the
time she was allowed to orient to the psychiatric unit helped her become more confident, as
opposed to being “just thrown out there to the patients.”
Self-regulating involves a process and getting to know yourself, recognizing what effect
you are having on the situation, taking care of yourself when you need to take a break, and acting
accordingly. Most of the time, administrative and leadership support is lacking in this area. Most
participants do not identify any formal structural process in place to assist psychiatric healthcare
workers in developing self-regulating skills. In translating the Joint Commission standards into
practice, CCG (2011) reports being sensitive to the fact that any form of physical restraint has
the risk of emotional or physical harm. Once staff is aware of the risks, it is believed that they
[staff] will be more open, and willing to attempt other forms of verbal interventions in order to
use the least restrictive intervention, and minimize harm. The suggestion is that psychiatric
healthcare workers need to be aware of the risks of RS use, and that this awareness needs to be
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consciously and mindfully included in any educational training to promote self-regulating
through self-awareness. Lastly, listening was acknowledged as an essential multilevel RS
prevention action.
Listening with intent. Listening as a therapeutic tool develops by focusing on the content
and meaning of the patient’s words and gestures. The purpose of active listening is to respond to
the patient while interpreting the message being conveyed (Forchuk & Boyd, 2008). Sometimes
just being listened to and responded to by a staff member provides the acceptance and validation
that the patient needs to prevent a situation from spiraling out of control. Listening with intent is
listening to the patient, while simultaneously interpreting the message with a plan to provide the
care that is needed. Psychiatric healthcare workers also want to be listened to by their
organizational leaders.
The majority, 13 out of 21 [62%], of participants focused on listening while describing
RS prevention practice actions. Listening includes inter-professional communication among coworkers, and occurs along with other valued practice actions. When Martha describes listening,
she includes inquiring about what her patient’s needs are, and the observations she makes of her
patient’s behavior. She is listening to the words, reading body language, then taking in and
processing what is going on with the patient including tone of voice and body movements.
Well, um, first, I try to go and talk to the patient and see what’s going on, see what their
needs are, um, maybe if something’s bothering them, or just try to talk to them and listen.
Well, I’m, you know, looking at their facial expressions, their tone of voice, um, looking
at the escalation kind of things that are going on– their, um, body movements, just trying
to read them that way. (Martha)
Elena listens to the patient and describes how she herself acts, like she is engaged. She
wants the patient to perceive her as being fully engaged in the complaint. This happens after she
takes the patient away from the setting, reducing stimulus. Sometimes, she will use a PRN (as
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needed) medication or give them their request. She assumes that the patient is reacting to the
withholding of a request. Elena also recognizes that the setting and the context has a role in what
is happening with the patient, and she can help modify the environment to help the patient cope.
Um, sometimes you, uh, isolate the incident, you know, um, the, um – you know, take the
patient out of the, uh – the setting so they don’t have an audience. Um, listen to the
patient. Act like you, um, are fully engaged in their complaint. Um, as a nurse, as the
medication nurse, I would look for possibly, um, PRN medication, see if they had
anything that would help them, um, remain calm or to help them calm down, give them
their request. (Elena)
During the process of listening, Rhonda wants the patients to know that staff members
are there to help. She is listening with intent. She wants the persons in her care to have a voice,
and to be able to express what they need, whether it is rational or irrational. She describes care
that sometimes resembles a rubber stamp and moving on.
The – the de-escalation, the talking to them, actually listening to the patient, letting them
know that we’re there to help and – and that that we’re not just doing a rubber stamp and
sending them on. You know, that – that seems to – if they feel like they have a voice and
they can – they can express what they need to express, whether it be, you know, rational
or irrational, just letting them talk about it, getting them away from everything else, all
the external stimuli and really giving them a chance to talk usually – usually permits – I
probably have less restraints on my unit than anywhere else in the hospital. On the days I
work, we have less, and that is a noted fact. I mean, that has been – that’s one of the
things that they have said lately, that there’s no – there’s not as many seclusions or
restraints and physical holds when I’m the nurse and one other one’s the nurse. It’s
because I’m out there on the floor with the patients talking to them and listening to what
they have to say. (Rhonda)
Rhonda thinks that there are less RS interventions when she works because she is out on the
floor, in the milieu, listening to what patients have to say. This fact has been noted by some
administrative staff, but she is not clear about receiving any positive feedback from her
organizational leadership for her accomplishments in preventing RS use.
Bertha describes staff members who prevent RS as willing to sit there and listen.
Listening is part of being respectful, and being concerned about patients. The following passage
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elucidates the time pressures that staff feel, accompanied by a lack of flexibility in dealing with
de-escalating. Bertha sees a different level of willingness among her staff.
Um, they are very respectful, like they treat the patients- like a peer kind of, not really,
you know just- listen....Yeah, good eye contact, like ah, they really are concerned about
the patient, genuine concern about the patient’s well-being, have a sense of concern,
again have a calm affect I guess- and they’re willing to spend time, you know, just take
that time to, however long it takes to try to calm them down, even if it, they have to tell
somebody “Hey, you’re gonna have to watch my patient because I’m just gonna have to
spend...”, being flexible, you just can’t rush through a de-escalation, you just can’t. You
have to be willing to just sit there...and listen. Yeah, and sometimes you have to get
support from another unit, ‘cause it does take you away, and maybe sometimes the staff
don’t feel like they have that time, they have an admission and they have to do all this
charting, you know, there is so much going on, so they just want to nip this, either they
just need to get over it, or make the seclusion happen, or whatever, and then keep going,
or whatever. So, sometimes you wonder if it’s a time thing- but sometimes they aren’t
willing to put in that time to dig and see what is really the issue. (Bertha)
Bertha questions whether it’s a time thing because staff members have a lot going on, and need
support from other units to take the time to intently listen. Staff members that listen to patients,
almost like a peer, speak to the power dynamics innate to the situations encountered by staff
members, and patients on a psychiatric unit. She suggests that staff sometimes rush through
things like de-escalations just to get them over with, to keep going, and to get tasks done. There
is an intolerance of ambiguity on the part of some staff. However, Brenda implies that there is a
dose effect to spending time with a patient actively, and intently listening that can prevent the
escalated situation from getting out of hand. Some digging is required to see what the real issue
is, and staff members don’t see themselves as having the time or have the willingness, and
therefore do not deliver a potent or effective dose of listening. Bertha describes a situation where
staff members are overwhelmed by tasks, and therefore are disinclined to take the time to listen.
Wilhelmina talks about nurses listening to the mental health technicians who spend more
time with the patients. This dynamic of inter-professional collaboration requires listening to all
psychiatric healthcare workers involved in patient care activities. Nurses listening to the mental
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health technicians who notice changes in behavior can administer medication to prevent further
escalation.
Um, education, um, trying to, uh, educate the staff on how the milieu has, um – you
know, the way you interact with the patients on the unit. How loud the unit is on the –
you know, how loud it is. Um, staff getting familiar with their patients, knowing when
the behavior is changing. And letting the nurses know on the units, you know, that this
person’s behavior has changed. And the nurses listening to the techs, ‘cause the techs are
with them all the time. So they know when there’s a change in behavior. So they’ll get
those early warning signs, you know? And, hopefully, get the – getting the – get, uh,
medication to them before they escalate. (Wilhelmina)
Wilhelmina values education in relation to how staff members treat patients, and describes
mentoring positive interactions between staff members and patients. She thinks that staff
members need to be familiar with their patients in order to prevent RS. In another example of
communication process, Janna expresses frustration when her ideas are not listened to by
leadership, and she listens to other staff members who share her frustration at not being listened
to. She thinks that she receives mixed messages from her leadership.
Sometimes I think my ideas – my leadership listens to my ideas. They’re excited about
my ideas, but for whatever reason, um, they never really come to fruition, whether it be
enough on the financial side, it’s not in the budget, um, getting other people involved that
need to be involved and interested and motivated to do it. Um, so it’s – it’s frustrating
and I’m not sure what – where it’s coming from, where the shut-down comes from.
Because one person will tell me one thing and the other person will tell me another thing
as far as why it can’t happen. Or one person will say, “Yeah, we’re going to go through
with it,” and this is the – and then somebody else is like, “No, we can’t do it.” So it’s a –
it’s – it’s frustrating, so – It’s frustrating. It’s very frustrating. Um, what I hear other
staff tell me, the ones that have constant, direct interaction with the patients, they feel
very stressed, very frustrated because in their head they know what they should be doing.
But because of all the other demands put on them, they’re not able to do that. Um, so it’s
very –it’s very hard on the morale because you’re wanting, you know – staff is wanting
to do these things, and staff is wanting to do what’s best for the patients and really get in
there and – and they come in, you know, when they’re hired, and they come in and they
have all this motivation and all this desire and all this passion about what they’re doing,
and then because of the business side of it, it’s very, very demoralizing and very – their
motivation goes down, their frustration goes up because they’re not allowed to do what
they’re there to do. They’re not allowed to do what they want to do because they have all
this other stuff that they have to get done and this there’s so many patients that they have
to keep an eye on and they feel overwhelmed and then, uh, they get burnt out much
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quicker. And they don’t – and then once you reach that point, your motivation goes down
and you’re just like so then you become, uh, just kind of, Yeah, I’m here for the
paycheck, where you started out at one point and then you become, come to another
point. So it’s very sad. And I think I think that feeling overwhelmed and stressed out and
frustration leads to anger, and it’s not at the patients but it’s, it’s the, it’s the situation of it
all. Um, and it leads to anger, and I think when leadership makes all these demands and
then you have patients that are also making their demands and you’re kind of caught in
the middle and it’s hard to remain calm and it’s hard to remain therapeutic when – when
you’re trying to do your job as far as leadership wants you to do your job and take care of
your patients in a therapeutic manner, it puts the staff in a very stressful situation and
sometimes they can’t stay calm. And – and, um, when patients are escalating, it’s hard for
them to stay calm because they’re kind of feeling the same turmoil just because of their
basic jobs. They come in in turmoil, so it’s hard for them to keep all of that in check
while trying to deal with this other patient who’s in turmoil. (Janna)
Janna describes feeling frustrated and demoralized when leadership does not listen to her or her
psychiatric healthcare co-workers, and attributes this to the financial and business side of things.
Not feeling listened to leads her to anger and burnout, leaving her unable to cope successfully
with patients who are escalating. Janna thinks that her co-workers feel the same turmoil as the
hospitalized persons she works with. She describes the staff escalating in the same way the
patients do. Staff members do not feel listened to. This puts the staff and the patients in a similar
situation. The business side of things is causing the staff to feel demoralized, because they do not
have the resources. Staff members are already in turmoil when they come to work. The stress and
turmoil becomes endemic.
Baxter makes a reference to trauma-informed care along with active listening. He implies
that staff members need to have some education related to trauma-informed care to prevent RS
use.
Well, with the patient, um, it’s certainly active listening or just hearing where they are.
Maybe asking a good “what” question in what happened. Uh, I always go back to
[Person A] and her report because traumatized people always feel that somebody has
done something or … done something to them. So asking that good “what” question …
what happened -what’s going on. Letting them vent and get that energy out but also
trying to understand the why behind why they felt threatened and unsafe. (Baxter)
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Baxter returns to information about trauma-informed care because he assumes that traumatized
people always feel that somebody has done something to them. For Baxter, actively listening and
asking questions helps him understand why the patient feels threatened or unsafe. Boyd (2008)
defines active listening as focusing on what the patient is saying to interpret and respond
objectively. Carlsson et. al. (2004) describe active listening as being sensitive to the patient’s
wishes. In Lebel (2011), a 19-year old woman with a history of abuse is quoted:
Being restrained costs a lot! I was abused before I was put in programs. Being restrained
made me feel the same way— except staff are supposed to help you, right?
… It made me worse and took away my self-esteem. How is that supposed to help me
feel better? I don’t get it. Wouldn’t it be cheaper if staff just listened? (Julieann)
This excerpt exemplifies Baxter’s preventive strategy. This patient thinks it would be cheaper if
staff just listened, rather than using restraints. Active listening is identified by APNA (2007) as a
less restrictive measure.
The APNA (2007) RS policy statement summarizes preventive actions, including active
listening:
Research has highlighted the influence of unit philosophy and culture, treatment
philosophy, staff attitudes, staff availability, staff training, ratios of patients to staff and
location in the United States on either the disparity in the incidence of seclusion and
restraint or the perpetuation of the practice of secluding and restraining psychiatric
patients. From the research, it appears that the key to seclusion and restraint reduction is
prevention of aggression by: (a) maintaining a presence on the unit and noticing early
changes in the patient and the milieu assessing the patient and intervening early with less
restrictive measures such as verbal and non-verbal communication, reduced stimulation,
active listening, diversionary techniques, limit setting and prn use and (c) changing
aspects of the unit to promote a culture of structure, calmness, negotiation and
collaboration rather than control (APNA, 2007, p. 3).
This policy highlights the disparity in the incidence of RS use and the perpetuation of the
practice of RS based on location, philosophy, and culture. Restraint and seclusion use is an
ingrained social product that is firmly embedded in psychiatric ideology. These specific aspects
of prevention identified in this study are validated by study participants. However, availability of
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the resources needed to prevent RS use are usually lacking for these participants, making it tough
to promote a culture of structure, calmness, negotiation and collaboration, rather than control.
Facing Challenging Moments without Resources
The overwhelming majority of participants (19 out of 21 [90%]) did not feel that they had
the necessary resources to prevent RS. Staff shortages, along with a lack of education and time,
were often cited as challenges in the workplace. The physical environment, architectural layout,
staff time, institutional culture, and unit space were frequently found to be deficient. Several
participants gave suggestions in relation to the important resources that they perceived to be
missing, in order to maximize prevention practice in the workplace. It is well documented that
nurses who do not have the appropriate organizational support and resources become
demoralized by their inability to do a good job (Hogan & Shattell, 2007). Staffing patterns are
most often perceived as problematic in relation to RS prevention practices. Staff shortages in
nursing and child psychiatry have generally been at critical levels system-wide, although
tensions among professional leadership and institutional management over what constitutes
adequate staffing levels are on-going (McLaughlin & McLaughlin, 2008). These findings show
the resources that are an important part of translating and implementing prevention policies in
this locale.
Inadequate staffing patterns. More than half of participants (12 out of 21 [57%])
mentioned a problem with inadequate staffing patterns contributing to the use of RS. The CMS
(2006) regulations underscore that RS cannot be used as a substitute for poorly planned
organizational staffing patterns.
Again, we have not prohibited the use of restraints; but we do prohibit using restraints as
a substitute for adequate staffing, monitoring, assessment, or investigation of the reasons
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behind patient behavior such as wandering or getting up in the night, which may be
indicative of unmet patient care needs. The final regulation language states that all patients
have the right to be free from restraint or seclusion, of any form, imposed for convenience.
This language precludes using restraint or seclusion as a substitute for adequate staffing
levels (CMS, 2006, p. 71387).
Many participants describe environments where staffing resources are not sufficient to
provide the type of quality care where RS use can be prevented.
On a psychiatric unit, observation is an important part of care and treatment. Observation
includes an on-going assessment of a patient’s mental status and monitoring for potential
problems. There are many different levels of observations depending on risk, including constant
one to one, fifteen minute checks, or self-checks. The specifics of observation are contained in
policies written by individual facilities (Boyd et. al., 2008). Rhonda observes staffing patterns
having a negative effect on her co-worker’s abilities to observe and interact with patients. She
thinks that this has a cause and effect relationship with RS use. Stressed staff members are less
capable of de-escalating a situation. A staff can “make or break a patient.” Rhonda implies that
nurses who do not help on the floor make a stressful environment even worse.
No, not the – I think when you ask one staff to be three places at one time, that puts a
stress on the staff. They, you know, are a little less, uh – they’re a little shorter with the
patients ‘cause they just don’t have the time that they’d like to have. I think short-staffing
is – is – is a major problem, and I’m sure it is in not just our hospital. It’s, you know, all
over, you know. People are now expected to do – you know, it used to – we used to
complain because if somebody got fired, I have to do two jobs. Well, now one person is
doing three jobs, and it’s that way in the hospitals too, not just ours, all of them. You
know, they’re – it’s just too short-staffed. But, uh, sometimes it scares me that it’s not
even – I get out and stay on the floor rather than doing as much nurse work because I feel
like they need another person out there to take care of the amount of – the – the patients
we have. It, you know – it’s easier for me to get out there and help them, too, while, you
know – especially if I have one that’s – you know, “today’s not my day for this patient,”
you know, I’ll get in there and run – intercede, buffer to kind of give them a break away
from that patient. But, yeah, we’re – we’re definitely short-staffed. And I – I do see that
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affecting, you know – not enough staff and the restraints and seclusions. I mean, it – you
know, you can have a staff that can either make or break that patient. They – they can
either go restraint or seclusion, or you can de-escalate them. If the staff’s upset, they’re
going to – it’s going to – it’s – they’re not going to de-escalate them. They’re not –
they’re – when they’re – when they’re stressed out. I feel like sometimes they have to do
too much ‘cause we don’t have enough staff. You know, I mean, when you’ve got nine
patients or ten patients or eleven patients, which isn’t a big load, you’ve got three staff,
but you’ve got two patients who are one-to-one. That means staff is within arm’s reach of
that one patient; that’s their job all day long because they’re at a high risk of falling, they
have fallen, or they’re so psychotic they can’t control behavior and they want to wander
off into other people’s rooms, they want to hit people, you know, so they’re one-to-one.
If you’ve got three staff, that means one staff has to take care of seven, eight, nine people,
letting them in the bathroom, doing the breaks, getting the – you know, getting their –
their sandwiches or whatever. Again, you know, whatever needs to be done. You know,
going to the cafeteria and getting their trays. Well, if they’re at the cafeteria getting their
trays, then I – if there’s somebody else out there going off, I’ve got two staff on one-toones, who do you think’s going to have to get out there and take care of that patient, you
know? I am. But what if I’m one of the nurses who won’t leave the nurses’ station? You
know, the ones that sit in the nurses’ station more than they’re out with their patients,
who’s going to take care of that? So, yeah, it’s – it’s definitely stressful. (Rhonda)
There are complex issues related to staffing patterns that involve the ways in which staff
are able to self-monitor, and deal appropriately with their own emotional upsets. Sometimes
there is a question about what number of staff members on the unit is the right amount, and this
may vary depending on what is going on with staff members personally, and how they cope with
their own emotional responses to stress. All of these staffing issues have an effect on the quality
of patient care experienced. Wanda sees her co-workers as stressed, and leaving the facility due
to poor staffing; leading to dangerous situations for staff. Bertha knows the patients feel the staff
members’ stress.
Yeah, and if you have a lot of new employees, it just depends if they’re trained right or
not. Lately, it’s been – we haven’t – we just haven’t had enough staff of people. People
have been leaving because there haven’t been enough staff, and it’s dangerous. It – it’s
really dangerous and stressful, and you become exhausted and more edgy, so – (Wanda)
They are stressing and the patients know that- I have been on the unit when a patient
says, “You guys need more staff” (laughs). Oh gosh, I know they (patients) can feel it.
Even though, I think as long as the staff stay calm, with the short staffing, I think
everything would just calm down ‘cause, of course if some things going on - I, uh, was
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on the unit one day, there really was enough staff, one of the staff members had, like
personal stuff going on, she had little patience, everyone was just all hyped up, the
patients were all hyped up. We brought other people in to calm everyone down. It just all
worked out and everyone left. They had the same number of staff the rest of the day and
everything was fine. The staff members were just getting agitated and the patients were
feeding off that. So definitely the calmness of the staff really makes a huge difference for
sure. (Bertha)
Patients are affected by the staffing patterns, and the staff members’ emotional states because
patients can “feel it.” Bertha thinks that if staff members have the individual resources to stay
calm, even when they are short-staffed, everything would just calm down. Bertha contributes
what is happening on the milieu to individual staff members having a bad day, while Cassandra
thinks that staffing patterns need to include more manpower “that’s never” been available to her.
No. I think what you really need to prevent restraint is more manpower. And that’s never
been made available to me, uh, to any of us, I don’t think. Because, you know – well,
let’s – the small unit that I worked in which was geri-psych, which was sixteen beds – the
other unit was fairly small, too, but it was a little bit larger. When the hospital has a
policy that you cannot staff with more than two RNs, um, and at night, two, if you’re full,
two CNAs at the most, um, and you’ve got sixteen patients, and, you know, let’s say four
of them go off and you can’t do anything on your own and you need someone to help
you, um, the staff’s just not available. (Cassandra)
Cassandra believes that fixed hospital guidelines on staffing matrices work against the
prevention of RS use. Sometimes staff members are not available due to being fired or there not
being a replacement. According to Cassandra, it is difficult to use a known practice action such
as distracting, when there are no back-up resources and no one to ask for help.
So, you know, try to walk them, but, you know, we were short-staffed like anybody else,
so to find a CNA who wasn’t already, you know, dealing with an acute patient to try to
distract this person, you know, you might not have been able to have done it. (Cassandra)
Most participants express feeling that there are inadequate staffing patterns occurring in
their work places that interfere with their ability to take the practice actions in the moment that
they know would help the situation from escalating. Staffing patterns can also be directly
affected by injuries to staff members that occur on the job.
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Psychiatric healthcare workers are at high-risk of injuries due to assault because of their
sustained, close contact with hospitalized persons during extremely tense situations (Thomas,
2008). According to Morrison (1998), patients are most likely to become assaultive when they
feel that the staff members’ actions are aggressive (such as using RS), or staff members are
perceived as being controlling or restrictive. According to Wanda, having enough staff to give
patients in her care extra attention and time can prevent these “bad incidents” where staff
members get hurt.
And sometimes restraints and seclusions happen and – well, I’ll probably be fired
(laughs). We’re full. We’ll be full on the, uh – on the acute unit, so they’ll put acute – an
acute person that’s, um, high maintenance and real needy on a unit that’s – it’s too big
and not staffed to have a one-on-one person, and then that’s when things happen. We –
it’s been pretty – good lately, but, uh, yeah. There was a bad – a bad incident on
Thursday though where two employees were sent – sent to the hospital. (Pause).
(Wanda)
Wanda describes a cycle where RS use occur, staff members get hurt, resulting in there not being
enough healthy staff to respond preventively to crisis situations that crop up. This happens even
when there is a plan in place. Sometimes, there is no one prepared to respond to a crisis because
of staff injuries.
Uh-huh, I do think that staffing plays a role. And if we don’t have enough – it seems like
we don’t have enough staff that are equipped in the de-escalation training, that have used
de-escalation, ‘cause a lot of times with the training, people who work on the – the acute
units have more experience with de-escalation. It’s very rare on the unit I work on that
we ever have to use the training. They – they’ve set it up, though, which I think is really
good, that if you suspect something you can call and have a group already there and
waiting. And that’s what happened with that–But sometimes there isn’t anyone ready to
go. And I know that, um, an older gentleman [staff member] on our unit one time – and
we knew this guy was not able to be on an acute unit. And I know he had, um, shoulder
damage, you know, and then they’re [staff] out, then those people are out for a while and
they’re on restriction and can’t work. (Wanda)
Wanda knows that her co-worker should not be working with acute patients because of his
shoulder injury. Frequently, she is working with staff members with little or no experience with

201
de-escalating techniques when more experienced staff members are on restriction or can’t work
due to injury.
Difficulties with staffing patterns are also linked to putting new staff on the floor “to
count as staff immediately.” Rayna thinks that too brief of an orientation period is a problem
related to being short-staffed. Other participants such as Wilhelmina and Bertha think that there
needs to be a more multi-disciplinary, inter-professional approach to staffing patterns which
include the use of advanced practice nurses (APRNs) to support and educate front-line staff
members.
Yeah, instead of just putting them out there to count as staff immediately, within like the
first two or three weeks that they’re there. Um, you know, I think that’s the problem. I
know everybody is short-staffed and everything, but, um, I just – I don’t agree with that.
I think they need a longer orientation. (Rayna)
Wilhelmina also thinks that staff members need more training. She thinks that APRNs
have a positive role to play in RS prevention, and wishes her unit employed APRNs to support
staff members educationally on the floor.
I think, um, the staff need more training. Um, I wish I had more, um, advanced practice
… nurses on the unit like the [State B], um – and then … we had some CNSs, clinical
nurse specialists, that could actually work with staff more. I wish I had that here, and I’m
working on that. (Wilhelmina)
Bertha does not think that her staff members get enough educational opportunities, and
wishes she had therapists on the floor who knew what was going on with the patients. She thinks
her staff members get too tired after a twelve-hour shift to be therapeutic or creative with patient
care interventions.
Um, for one, um, the crisis intervention refreshers should be more frequent. Right now
they are just 2 times a year, I think they should be like 4 times a year and I think that they
need to spend like an hour, or maybe, on the techniques they had or the dialogue they
have- have it on their radar, like a clip board they carry their paperwork on- de-escalation
techniques and just list them out, yeah, um. I think that having a therapist more available,
like more included in the milieu, I guess is important. Like, I’ve seen on another unit, that
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the therapist kind of responds to all their restraints and they kind of know the
background, like what their history is, what’s going on, so they can say, “They’re acting
like this ‘cause of this...or this is their baseline.” I guess just having a therapist more
involved is beneficial when somebody is escalating- like a multidisciplinary approach, a
fresh face, because they have been with the mental health tech for 12 straight hours. The
front line staff gets really tired (laughs). After so many hours they just get tired, so, they
are out of ideas, they’re not feeling creative, they don’t feel like stepping outside the box.
(Bertha)
The hours worked on a shift, and the day of the week, make a difference in staffing patterns.
Elena thinks that weekends are not staffed well enough, causing her to “dread” the weekend
shifts.
Um, I do. Um, I do think that sometimes, you know, staffing play – plays a part in that
[occurrence of RS]. Um, weekends, you know, you dreaded the weekends ‘cause you
were always, uh, a little, you know, shorter staffed than normal. (Elena)
Using APRNs and therapists on the floor to help support the front-line staff, and longer
orientations with refreshers are two resources, identified by participants, which are lacking.
Cassandra thinks that a facility needs to be “conducive” to providing the needed staffing
and material resources to prevent RS. She never has had access to the kinds of things such as a
quiet room that would help with prevention.
So, um, as far as to prevent restraint, no, not enough resources- I think in addition to staff
power you need a facility that’s conducive to that. Maybe a quiet room, um – I’m trying
to think of other things that might be helpful, and we just – what – we just never had
access to those kinds of things, though. (Cassandra)
Sheila is not sure how much her management knows about what goes on at her hospital,
and feels that they are normally short-staffed, which leads to unnecessary punishment for the
patients. Sheila notices more nurses complaining about the staffing patterns but doesn’t know
what to do about it.
Well, I’m, I’m not really sure how much anyone really knows about what goes on.
(Pause) Although, I’ve noticed, since I’ve brought it up, more nurses are complaining
about it- they have the same feelings -they just don’t know what to do about it. We are so
short staffed - normally on a good day-these people are wonderful. When everything is
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going well, everything is wonderful-but-once someone crosses that line, then there is a
punishment. (Sheila)
Cassandra describes one horrible night when she was punished for calling for extra
staffing, while she was unable to call or contact her manager to help her make these staffing
decisions.
Um, so this unit, yes, during the daytime it was wild; at night, a little bit calmer. Um, but
I recall one night – I’ll never forget this night – um, it was another RN and myself, and
we had probably two CNAs. Um, I don’t even think we were full; we might have just had
one CNA. But it just one of those full moon type nights where everybody was just going
off. And, um, in this Gero-psych facility we frequently had to call in security because
one of the things that I distinctly remember about this unit was we were never given – or
I was never given – any take-down for anything, any physical de-escalation training. So
the only thing we could do if someone was really getting physically violent or seemed
like they were getting physically violent was we had to call security. So this was one of
those nights where we called security two or three times. And, uh, so we would be, you
know, with one patient going off, and then the other nurse had another patient on the
other side of the hall escalating, and then someone else was going off. So it was just –
and this particular night I had a new admission that I couldn’t get to, and the family was
getting really irritated with me, but there was nothing I could do because I physically had
to be with the ones who were – who were really escalating. The other nurse was with her
people who were getting – and there was – there was nothing we could physically do to
get to the admission that was waiting. It was a really horrible night. We ended up calling
staffing and begging for them to send somebody up. And so they had a, uh, floater that
came up at 11:00 p.m. And, um, so once things settled down, she was able to do some of
the routine stuff, and the nurse and I were able to, you know, do all the documentation
stuff and – and get caught up. And leave relatively on time. But, golly, at the next staff
meeting, we got reamed for not being able to handle it. Why did we have to call
somebody up when we were then fully staffed? You know, yadda, yadda, yadda, you
know, and all we could say was it was just one of those nights that we could not handle it.
Um, we were talked to in a staff meeting, yeah. And don’t ever let it happen again.
(Pause) I get – it didn’t bother me personally because I think we did – it was – well, you
know, if you’re not there – we actually tried to call the manager. The manager was not
available to us. So the only other thing we could do was try to get help and, I mean, we
needed help. So I knew that we did the right thing, so it didn’t bother me personally.
What it does do is it brings down your, um, confidence in the unit. And it makes you
think about if you’re doing the right thing in the right place. And are you – can you be
the most effective nurse you can be in that place? Are you compromising your own
personal values by having that kind of an attitude in the unit? So it affected me in that
way. (Cassandra)
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After this experience with being ostracized by her manager, Cassandra was left questioning her
personal values, and ability to work in that facility. For her, the way the staffing patterns were
handled compromised her ability to deliver good nursing care. This eventually led her to leave
this inpatient unit.
Janna also encounters problems with staffing patterns in relation to space restrictions. She
knows what to do in this small space with too many people, but is constrained due to having
staffing issues. Sometimes patients are not allowed the extra space because there is not enough
staff.
Um, we do try, especially as far as, um, having too many people in one small space. We
do try to kinda thin that out, um, on a regular basis. Sometimes that’s not possible, um,
just because of, you know, staffing issues or, you know, not enough staff or there’s
cleaning issues, like maybe the housekeeper’s cleaning one part of the unit so we have to
kind of keep everybody away if they’re like waxing the floors or something. (Janna)
Wanda sees processes slowed down because there is not enough staff to get things done
quickly. She sees that some crises are made worse for both staff and patients when staffing
patterns are not adequate, even when the floor staff knows what needs to happen.
For example, once they were testing the fire alarms, and that triggered this one patient. It
– it just was too much. And this patient was in the room, um, peeling the paint off the
wall with his hand under the wall. And this was on the – the – a unit that was the alcohol
and drug detox, and so it wasn’t – it was real obvious that he was having a – a problem.
And – and with that incident, we went in with, uh – the nurse went in and – and I went in
and talked to him and a nurse went in and talked to him, and we tried to see if he would,
uh, take any – any additional meds. And he – he was not – he didn’t want anything. He
had covered himself with the pillow, and he was just somewhere else, even at that point.
That – that incident, we ended up having to, um, move him in a wheelchair. And – and it
took – it took – it – it didn’t happen quickly. Seems like sometimes when the mental
health techs see a problem, ‘cause they’re out on the floor all the time and they know who
is appropriate and not appropriate, it’s – getting it addressed right away, it seems to take a
long time – before anything could be done about it. Yeah it takes time…getting a hold of
the doctor getting a hold of that patient’s doctor. Having the doctor reach you when they
call and authorizing a move or, um – or enough staff. Like, lately, we just have not had
enough staff. Yeah, it – it’s just in limbo. And if we have enough people, at least we’ll
have one person keeping their eye on – on the situation, but sometimes that’s not
possible. (Wanda)
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For Wanda, sometimes it’s just not possible to do what she knows is the right thing because there
is not enough staff.
Marlon thinks that decisions about patients have to be made quickly, especially when
there are few staff members on a unit.
I still remember … the biggest knuckleheads in the world, so it was easier to think
through situations. You had – we had good partners, we had good fellow staff that we
depended on. I didn’t have to worry about them as much. I could really – and, at the same
time, we didn’t have very many staff at all, so it also demanded immediate decisions.
(Marlon)
Marlon feels like he had to make immediate decisions because of a lack of staff members
available to him. Martha has worked with a team before but now is working alone on her unit.
She usually is assigned between nine and thirteen patients.
I have worked as a team before in the past. Not so much now that I work alone.
Usually I’m the only nurse on the unit. Where I’m working now- Um, well, I have
thirteen beds. Usually I’m the only nurse. So usually, um, it ranges between nine to
thirteen patients. (Martha)
Again, Rikka knows what to do, but “the reality of the situation is that you just don’t
have the resources to put all those things in play.” She is sure this happens in all disciplines in
nursing.
The challenge is, though, as I’m sure with every discipline of nursing, the staffing ratios
that the nurses have, and you’re making sure people are stable medically, to then also
have the appropriate amount of support in time to reorient and frequently intervene with
patients. Um, you know, and have the ability to have – um, pull a tech off the floor to sit
with the patient, you know, all of these things that sometimes the – the reality of the
situation is that you just don’t have the resources to put all those things in play. (Rikka)
For Rikka, the need for appropriate staffing patterns is compounded with making sure that
patients are also medically stable. Staffing ratios compromise her ability to deal effectively with
patients who are having behavioral issues.
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Next, Shawna describes a situation with staffing patterns that were adversely influenced
by the patients having Medicaid as opposed to private insurance. Shawna sees the situation being
economically “tight” due to patients having Medicaid, which affected the staffing patterns, the
multi-disciplinary team, and educational resources. Shawna describes never having enough
resources while the economics are “very, very tight.”
Uh, in retrospect I would say no, I never had enough resources of anything, and I say that
slightly with a laugh, but to some extent truthfully. Um, in a former life, in a former
facility where I worked, we would have maybe thirty, thirty-five patients. We would have
five nurses, four techs, therapists, art therapists, you know, a charge nurse. (Laughs)
You’d have a lot – But it was an acute care adult psychiatric unit in a medical-surgical
hospital. It was a little bit different, you know. Um, and it was a little bit more of a
private pay/private insurance – where the hospital was picking up most of the … uh, a
mixed bag of, uh, private insurance and also quite a bit of, um, you know, Medicaid –
type population. Um, the – the staffing for a thirty-five bed unit, you know, we would –
we would – ooh, we would give anything for that fourth nurse, but often we only had
three, and back in the older days we only had two. Uh, you know, and then you’d have
three or four techs, maybe, and, uh, yeah, you’d have therapists during the day but not in
the evening. You know – a whole bunch of struggles. Um, I felt like the – our hospital
had good leadership support, but economics were very, very tight. Um, and certainly, um,
they got tighter and tighter. I mean, we did lose things like activity therapists. Therapy
got very, um, cut down. Um, there’s no such thing as art therapy; it was listed as activity
therapy that was gone. You know, so all of the additional services that are needed, they
were there. I mean, anything you had to have, you had, but they were very – they were
cut there. So that was difficult. Now, um, we were committed to education. We did have
an educator, um, and we were linked to – to a larger system, so we had some resources
from that system as well and that might be helpful. (Shawna)
Staffing patterns are affected negatively by a number of resources that psychiatric
healthcare workers lack, such as appropriate time spent on education and training. When staff
members are stressed about staffing patterns, this tension is conveyed to the patients. Staff
injuries, poor managerial support, and tight economics create an unpredictable situation for staff
members who often know what to do but are constrained by not having the staffing resources.
Therapists, art therapists and APRNs are identified as beneficial multi-disciplinary staff members
who are missing from the staffing matrices altogether. There was one participant who described
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having enough staff at all times to prevent RS.
Yolanda describes having enough staff at all times, and thinks that the staffing pattern at
her Veteran’s Administration hospital is adequate to keep the patients calm. She also has access
to a police force which she “keeps in the back of her mind.”
Yeah, I definitely do. Um, we also – if a patient, um – I mean, we – we definitely have
the staff to do that [prevent RS]. I haven’t seen a situation where we haven’t. Um, but if
a patient gets too unruly, we also have, um, a police force that – to aid us in any way. So
it’s – with that in the back of our mind, it’s – it – it helps, knowing that if the situation
does get out of control, um, we do have the police force to come in and help. But most of
the time it doesn’t; you know, the patient’s calm and my … unit goes on, I guess.
(Yolanda)
Yolanda is the only participant [1 out of 21, (4.7%)] that believes that she has the staffing
patterns, and the resources to prevent RS use.
Time, as a resource for psychiatric healthcare workers, is lacking for most participants.
This lack of time is most often related to inadequate staffing patterns. According to Martha, this
time pressure on her is absorbed by patients who get agitated because their wants and needs are
not being addressed.
And then I’ve got patients (laughs) – we, um, do drinks in the nurses’ station ‘cause we
don’t have drinks out on – in the unit because we have patients that will just drink, drink,
drink, drink, drink all day long. And so, I mean, I’ve always got a patient in the window
wanting a – wanting a drink, wanting this, wanting that, wanting this, and it’s just like,
you know, I’m not doing this and trying to chart. And so, I mean, I think that more staff
would be a lot more beneficial because patients oftentimes get agitated because they’re
not getting the things that they want when they – when they want it, you know, (pause) a
lot of the times. (Martha)
Martha understands that patients who are frustrated, and not getting their needs met are more
likely to get agitated. Further, patients who have a low tolerance for frustration often demand to
have their needs met immediately, and can become aggressive. Individuals who have
experienced emotional deprivation in childhood may be more prone to respond to delayed
gratification with aggression (Gorman, Sultan, & Raines, 1996). Martha thinks that having more
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staff would decrease the time patients had to wait, because staff would be available to meet their
needs in a timely manner.
Not enough time. Forchuk & Boyd (2008), adapting the original work of Peplau,
conceptualize the nurse-patient relationship as evolving over time through three overlapping
phases: orientation, working, and resolution. This interactive relationship is positively associated
with patient care, and the hospitalized person’s experience of care. In nurse-patient relationships
where trust is not established, the orientation phase is reduced to struggling and grappling. Both
patients and staff members are frustrated, and give up on forming any meaningful relationships
(Forchuk & Boyd, 2008). Martha’s text in the last section demonstrates a mutually frustrating
experience where she can’t get her charting done while patients are knocking on the window, and
the patients’ do not receive the desired level of staff attention. These types of interactions lead to
agitated behavior in patients, and continuing frustration for nursing staff. Schwecke (2007)
describes therapeutic communication as “the words and nonverbal behaviors that relate to
patients’ health needs and are exchanged between the patient and the nurse” (p. 88). The
messages being communicated here do not include large doses of therapeutic communication.
Janna describes a situation where staff members do not have the time to establish rapport
or to individualize care.
Um, it’s – if there were – if there was more staff, then the workload that they have could
be more spread out so that they would have more time to deal with the patients more oneon-one and give individualized care. But, much like it is on the acute units where their
patient/staff ratio is higher, so their daily work like charting and cleaning and meals and,
uh, everything like that is more – is like they have less of it, ‘cause they’re able to spread
it out more amongst each other so, you know, they can spend time in the day area talking
with the patients and kind of hanging out and socializing and trying to figure – and – and
see them as individuals and see them with their individual stories and issues. Um, and the
same with the kids; if the kids’ census is down, there’s more staff to kind of spread the
work out. So it’s, um – I think staffing is a – is a huge issue. (Janna)
Janna sees her co-workers as often being motivated to get to know the patients, but finding
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themselves without the time to really hear their stories and issues due to staffing patterns.
Providing individual care is a way of preventing RS use on acute units.
Marlon describes time as an important resource when making decisions about patient
care. He also describes this as “just the nature of the business,” not having enough time to make
good decisions because of inadequate staffing patterns.
Um, and so there – there were times of that, and there were – and then we had some
situations where we just had lots and lots of restraints. We staff members kind of always
cycled through in waves. I mean, it’s just the nature of the – the business and the
economy. That’s, uh – and then units where there weren’t very many staff and there
weren’t very many … staff … and, a lot of kids then, all of a sudden, and a couple of
bad decisions. We had to do right by some of these … try to handle those situations …
maybe if we had a little more staff we would have had time to make better decisions – we
didn’t have the safety time. The safety piece was just so, uh …the kids were looking for
…they were looking to hurt staff. They were looking to get out of there. (Marlon)
Marlon quantifies the resource of time as an indicator of safety. For him, not having enough time
is equated with not having enough staff, and this creates a safety issue. Mack uses extra time to
allow a patient to make a decision in order to avoid a potential RS episode and a possible staff
injury.
Mack describes using time as a resource to help a patient make their choice about
taking a medication, thereby avoiding potential RS use. Mack interprets the situation for the
patient and gives him time to think about it.
And at that point, um, I terminated the interview with him and said that I’d be willing to,
uh, give him time to reflect. And, of course, that did not stop his, um, insisting that he
was going to be discharged that day. Um, if – his behavior continued to escalate until,
um, it was thought that a – a PRN agitation medication, um, would be helpful to him to
keep him safe as well as the staff and the other patients. And, um, again, I basically told
him that we would like to do this without restraining him and would he voluntarily do
that, and, um, he then – I gave him the choice of which of those two would be better for
him. He chose not to be involved in the restraint situation. He admitted he, um – he
agreed to, um, have the, uh, I believe it was Haldol [haldoperidol], um, and Ativan
[lorazepam] administered to him. Even though he was psychotic and paranoid, um, he
was intelligent. He – he was intelligent and he was in touch with reality enough, um, and
– to understand that he would have to get this medication. He could not, um, calm down.
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He was nowhere close to being able to calm himself down. And – and I said, you know,
“In these things, staff get hurt, and I – and I don’t think you want to hurt staff, and you
might get hurt and can we just –” and appealed to his higher, um, nature, and he was
willing to do that so – I don’t know if I got good or got lucky, but in either way that –
that happened. I – I think, you know, um, from experience, most of the staff injuries –
I’ve seen a bad one when they were trying to physically restrain an individual, and so I
try to discourage the actual physical restraints as much as possible. (Mack)
Mack is not sure if he is good or lucky, but managed to avoid a potential restraint or seclusion by
giving the patient time to reflect, appealing to his higher nature. Mack is motivated to prevent RS
because he has seen some bad injuries as a result of RS use. It is not clear whether giving a
person time to reflect on taking their medication voluntarily prior to a RS episode diminishes the
need for further medication administration. This is an area that needs more investigation and
research. Brenda thinks that the physicians do not spend enough time with their patients.
Um, well, they, uh, meet with the patients once a day and, uh, they usually write – write
orders. Um, and I’ve had some of the patients, um, say – you know, I’ll ask them –
they’ll ask for something and I’ll say, “Well, you’ll need to talk to your doc about it.” “I
tried. He’s gone in five minutes,” you know, so they don’t spend a whole lot of time with
the patients. (Brenda)
Baxter discusses the time that is needed to invest in the psychiatric healthcare workforce.
He sees this time on investment as a reflection of an organization’s philosophy and effort. This
is, as he understands it, a value-based commitment.
Putting time into weekly supervision or monthly supervision with people helping them to
grow. Um, and – and I’ve – I’ve found in my work and in some of the research that it –
it’s not the amount of money and the physical resources the agencies have; it – it’s more
that philosophy and the resources of the – the time put into this effort. So you see – see
some agencies with, you know, millions of dollars in their budget to meet staff and client
needs who have high numbers of restraint and seclusion and some agencies who don’t
have those sorts of fiscal resources who do an excellent job because they have that value
… and that commitment … time in making it work. (Baxter)
Baxter does not see a direct cause and effect relationship between available resources and RS
rates. However, he does see the use of space as critical, as well as adequate staffing patterns.
This is somewhat paradoxical, as he goes on to address the essential role of resources.
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Um, but – but for clients to go as a way to get away from the stimulation or to have, um,
that graceful out from a difficult situation. There is a specific place and space for them to
go. And then it’s back to that resource, are there staff who can go with them, other staff
who can take them, or do you only have one staff with eight clients who has to – keep
everybody in one room but you – they can’t. So, um, do you have that space to go to? Is
it, uh, a quiet and calming space? One agency, um, I’ve worked with in (Country) is
putting in a, uh – an outside calming space. They’re calling it … Gardens and really
thinking through the dynamics of if – if a child needs to leave the house, um, can they go
outside? They wanted to build fences and enclose everything, just that – again, that
physical containment, but they decided, “No, if we give them an inviting place to go,
that’s – that’s a better option instead of forcing them –to go into the yard where they’re
fenced in still.” Um, and they go to an inviting place where it feels calm and they can
have their own space, uh, be away from the stimuli or at least have a place to safely, uh,
vent and get some of their energy out. (Baxter)
Allowing a person to take the time to go to a place of safety involves adequate staffing
patterns and a comfortable space. An investment in staff time is needed for patients to have
access to calming spaces. It is not clear whether the resource of space is already there, or if the
new space needs to be acquired. The role of space in preventing the use of RS has been described
by several participants, in conjunction with other preventive actions. As a resource to prevent RS
use, space takes on various meanings, both materially and symbolically, on a psychiatric unit.
Uncomfortable spaces. The potential use of space in RS prevention is not well
researched, and needs better examination in future studies. According to Patrick, a comfortable
space is not always provided for people, regardless of the resources that are available to the
institution they are hospitalized in.
So – so that’s, uh – you know, I – I just think that we’ve got, uh – we’ve got a lot of work
to do. If there is a unit that oughta have – that oughta be aesthetically pleasing, positive,
therapeutic, it’s ours, but they’re not. They look like broken down motel rooms.
Yeah, which are so terrible so – (Patrick)
Patrick implies that the facility he works in has the resources, however does not invest them in
creating an aesthetically pleasing space for the patients, or staff members on the unit he works
on. If anyone should have a therapeutic space in which to work in, he should, implying that the
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resources are there. Patrick assumes that a nicer space will help prevent RS use. The use of space
to prevent RS interventions is another area of research that needs more clarification. Psychiatric
nursing and medical textbooks do not adequately address the issue of aesthetics in relation to RS
prevention. However, Patrick’s point is well taken. There is a lot of work to do if psychiatrically
hospitalized persons are going to have equal access to quality care and treatment. Janna does not
think there are enough staff, or financial resources to build the kind of spaces needed to prevent
RS use.
Um, or a place – I just think the time-out rooms are fine, but there needs to be a separate
room where the patient goes in and they’re – and they’re wanting to calm themselves
down and we make things available to them, whatever it is, to help them, you know, use
the coping skills that they know already work for them. And if none of that works, then
they can help – then staff can help them try to maybe figure out a new one. But it take –
it’ll – it would take staff being able to do that and, uh, financial resources to build that
room and – and provide us with material for that room. (Janna)
Janna does not sound hopeful that the kind of space she envisions is possible due to financial
resources. Martha also thinks she needs more space to effectively prevent RS use; her patients
are cramped in a small area. They can’t get away from each other in these tight quarters.
Um (pause), I don’t know. Bigger, you know, day area, you know, more space for the
patients to not be so confined. You know, they have one table, chairs all the way around.
And, you know, they can’t hardly move their elbows when they eat, so – um, probably
just – just bigger space and more space for the patient to get away, you know, from the
other patients. (Martha)
The Joint Commission, Environment of Care (EC) standards (2012) state that the goal of
environments of care is to promote safe, functional and supportive environments within hospitals
so that quality and safety are preserved. Specific EC standard E.C. 02.06.01 states that interior
spaces meet the needs of the patient population and are safe and suitable to the care, treatment,
and services provided. Boyd (2008) describes the environment on a psychiatric milieu
as being a place where patients feel safe and free from social stigma. Suitable decor, soothing
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colors, and comfortable furniture create this kind of ideal environment (Boyd, 2008).
Only one participant thinks that the space she works in is adequate. The promotion of safety in
Jack’s hospital is lacking when it comes to space and design. These issues for Jack are not just
aesthetic.
Jack discusses a time when he was on a unit where he was trapped by a patient for over
twenty minutes in a room where no one could see him. He thinks the poorly designed layout of
the building led to this traumatic event for him. He describes a space that does not appear to be
safe or functional considering the acuity of the patient population.
So you have to stay calm. I was trapped in a corner by a patient for twenty-two and a half
minutes, uh, who wanted to kill me, and no staff were around. They were in the – the day
area. We had seven patients on the unit that day, eight – or nine patients on the unit, and
two of them had me trapped in a corner. And, uh, one of them finally gave up after about
ten minutes and decided that he really didn’t want to go to jail. But the other one had
killed someone before, possibly two people, uh, and he didn’t care. He wanted somebody
to die, and by his words, “You’re the biggest man here. I’m gonna take you out first.
Everybody else’ll be easy.” Um, the only way I got out of that situation was by remaining
absolutely cool and calm, and I just leaned up against the wall with my hands in my
pockets. There was never a restraint. When other staff finally came out of the day area
and decided to check on me, realizing that a potentially, you know, extremely violent
patient was out there, uh, and decided to check on the rest of the unit, um, it had been
twenty-two minutes, and I had talked him down to the point of, uh, him accepting
medication, which was something that he hadn’t done in two days. And it was only by
my demeanor. Well, you know, he was physically shaking. I’d never seen anybody’s face
that red or anybody’s hands tremor that I had that –Yeah. Yeah. It was, uh, the – the most
intense moment that I’ve ever had inside a facility. But – It was. It was very scary. Well,
like I said, all the – all the other staff was in the day area. Uh, there was two other staff
working with me that day, and they were with the rest of the patients, so –you know,
that’s – that’s a really good ratio, to have three staff and nine patients. You know, uh, a
really good ratio, uh, on paper. But when you give the acuity, that does change things.
But even at that, you know, I’m still comfortable with them. Uh, but it was kind of our
unwritten rule that – that the one – that one person does float between the day area and
the – the rest of the unit – uh, checking on staff, you know, every five minutes or so –
um, just to make sure. Um, and that day, they just didn’t do it. We were all having a
good time, uh, and they – they were playing some games and watching a movie in the
day area and eating popcorn, and they got lost in what they were doing in there. And, uh,
yeah, I have experience in the facility, and they knew that, so they were not really too
worried about me. But, you know, in my case, the layout and them not being able to see
me or seeing what was going on was – was the reason that it happened. And it could have
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been lethal. And you walk out of the nurse’s station and you go straight through the unit
down a hallway and you have the bathrooms and the time out and seclusion rooms. Uh,
but if you walk out of the nurse’s station and halfway through the unit and take a right
turn, and there’s a little hallway and then a door to your left, and you go into a separate
room, and that’s where the day area is and that’s where my staff were. (Jack)
Jack describes this episode to demonstrate how skilled he is at RS prevention. However, what he
reveals is more startling. He believes the way the unit is laid out could have caused a lethal
outcome. However, Jack is positive when describing the staffing pattern and his co-workers. He
thinks there were enough staff working with him. He blames the space for this safety mishap.
Yolanda gives a more affirmative description of the environment of care in her facility. She
thinks that having enough personal space is important to give patients an opportunity to calm
down, in order to prevent RS episodes.
Um, we have two different units. We have a transitional unit, um, and a lockdown unit. In
the lockdown unit, each patient has their own room, and pretty large rooms. They do
share a bathroom. But, other than that, they have their own room and so, yeah, it makes it
easier, um, because you’re not endangering any other patients when you, uh, tell the
patient to go and have a, you know – a calming period in their room. Um, they can do
that without – um, without staff worrying about, well, where the other – where is – you
know, what’s his roommate gonna do or anything like that, you know. It’s – it’s their
own personal space, and that seems to help. So, yeah, I do think we have enough space.
(Yolanda)
Yolanda is, once again, the exception to the other participants’ descriptions of poorly designed
and uncomfortable patient areas. Hogan & Shattell (2007) describe the physical layout of the
psychiatric unit as communicating a message about the values of the psychiatric facility. Yolanda
is comfortable in the space she has for patients, while Jack believes the faulty space he works in
could have cost him his life. Patrick’s description of a broken down motel room does not paint a
picture of a therapeutic environment where RS prevention is the norm. Most of the participants
did not feel they had the resources of adequate staffing patterns, enough time, or comfortable
spaces to prevent RS use. There are other characteristics associated with the space inside
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psychiatric units.
Mack talks about other features of space that also make a difference in preventing RS
use. This includes the way patients are conceptualized by the psychiatric healthcare workers who
are caring for them; drawing a line between us and them. Mack sees a power differential that is
acted out between staff and patients.
And, um, if there was, uh – if I got from you that, you know, you were the doctoral
student, so you were above me, a superior and I was a peon, you might not be as, you
know – and I would … you. But, you know, I wouldn’t like want to do this interview
because, no, I don’t want to hear you, ‘cause, you know – ‘cause it can go that direction.
So I think that it kind of perpetuates. So the more the patient feels like its “us-them,” the
more willing they are to, um – in fact, they know that from studies about, um, war, that
we dehumanize the – the opponent in war, call them various slang names because it
makes it easier to kill the opponent. And so, if they are the “patient,” and they’re not the
person, they’re the “patient,” then we’re here to act upon them, and I think, at some level
it’s gotten dehumanized. Then when I’ve seen institutions where they try to say, well,
“We’re going to use the word – we’re not going to use “inpatient,” we’re going to use
“individual,” and the notes just changed the individual will (laughs), and it just became
another label for the “them,” And – and – It’s the same thing, it’s just another label for
the “them.” And I don’t know how we’re going to get past the “us-them” and the “them”
and – to the “we,” but I think the more we go towards the “we” and the “us,” the fewer
seclusions and restraints there will be. How to implement that, you can role model it. I try
to role model it, um, ‘cause we have to – it takes generations to change. (Mack)
Mack implies that the structural hierarchies that are a part of psychiatric inpatient environment
might be a contributing force to the continued use of RS. He thinks changing this
environmental climate will take generations. Glenda talks about her team that works with
individual facilities to assist with RS elimination. She says that you have to level the playing
field, by including direct care staff in discussions about trauma informed care.
Our team goes out and um, and we work with staff and do trainings.....I mean it has to be
the direct care staff, you know, that’s who needs it most in the industry. I mean not just
training but a lot of discussion. That’s right, so it has to be trauma informed care for
everyone, you know, to level the playing field. Trauma informed care is really about
being respectful, respectful to everyone including staff. (Glenda)
To level the playing field implies that everyone has equal access to the information and
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education needed to implement trauma-informed care, and treat everyone with respect. None of
the direct care psychiatric healthcare workers in this study mention knowledge of traumainformed care, or partaking in any educational training that cover this material. The resources
needed to implement trauma-informed care do not appear to be available to the majority of
participants. Few participants report being included in the crafting of RS prevention policies in
their facilities, while less than half were aware of such prevention policies.
Being Unaware of Prevention Policy
Mirvis (2009) sees a critical role for public policy in achieving the goals of improving
health for individuals, and populations by a more effective and efficient use of new knowledge in
clinical care. Accordingly, the new knowledge related to trauma-informed care has not been
adequately translated, and policies informing RS are still geared toward use rather than
prevention. The unawareness of RS prevention policy exhibited by participants contributes to
environments where people are needlessly traumatized and injured. Wilhelmina worked
previously in a private facility that focused more on the restraints than the prevention policy.
Okay. Well, for, um, (State A) it was kind of – it’s been a while since I’ve worked there
now, and it’s like (Hospital A) in (State A), but the focus at that time was more on the
restraints [than prevention]. And this was in a private facility. (Wilhelmina)
Shawna talks about the policy-making “cattle prods” of The Joint Commission (TJC) and
Centers for Medicaid and Medicare (CMS), and being focused on the numbers of RS episodes.
However, she is not sure if these policies translated into reduced rates of RS use.
Certainly, like I said, the, um – the cattle prod of Joint Commission and CMS, cattle
prods are extremely strong, if you are in administration in a psychiatric facility. I will
also say that our leadership, the administrators of hospital and other people of quality that
came in were all very, very focused on this. These were things that were recorded at
every leadership meeting or at whatever routine that they were, probably monthly. All the
data, like I said, we had extensive data. We wanted to be on the cutting edge of every
new practice or strategy that could happen. It was an absolutely strong focus at the
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hospital. Now, whether that translated into much better results, I can’t remember right
this second. (Shawna)
The use of the analogy of a cattle prod with policies originating at CMS and TJC in relation to
RS prevention policies is poignant. Shawna does not remember if anything learned about the
data collected has been translated successfully into lower RS rates, although according to her, the
facility always wants to be on the cutting edge. Just exactly how the prevention policy message
is being translated remains vague, and abstruse to her. As a hospital administrator, Shawna
obviously has felt prodded by federal agencies to perform. Although, what it is that she is doing
to perform RS prevention remains unclear.
Hilda, another administrator, talks in terms of philosophy and altruism in relation to
crafting RS prevention policy and trauma-informed care practices.
But they’re – fights erupt and restraints and seclusions are very physical. Um, so, um –
and then on top of that, what we know now we didn’t know back then as much, but what
we certainly know now is that all the literature that’s come out about trauma in the last
two decades shows very clearly that the people that get served in – in public mental
health settings are – between ninety and ninety-eight percent have significant traumatic
life experiences. And these physically violent episodes happening in hospitals just
recreate those traumas for people, make them not engage in – in – in therapeutic alliances
with their caretakers, and really, in many cases, greatly slow the process of recovery. So
that’s why. And that’s why I think that most of the programs and hospitals in this country
that have moved forward and done really great work in reducing seclusion and restraint,
that that’s primarily the reason they decided to do it. It was altruistic and philosophical.
And with a little bit of reality in terms of Workmen’s Compensation and people being
hurt, obviously, and if you ask any facility that has been successful in reducing seclusion
and restraint significantly, so I’d say sixty-five, seventy-five percent – of …, their – their
injury rates in adverse events go down almost exactly proportionally. (Hilda)
Hilda suggests that the underlying values of facilities that have been successful in preventing
RS episodes are philosophical and altruistic, mixed with the reality of costs associated with
Worker’s Compensation. Psychiatric nursing staff members also address philosophy rather than
policy when it comes to RS prevention.
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Rikka does not know of any RS prevention policies on her unit. She has not seen any
written policies. She says that RS prevention is more of a unit philosophy than a policy; that
philosophy is communicated as a last resort.
You know, I honestly don’t know if we have anything in writing, um, as far as prevention
goes. I mean, um, I would say more of the – a unit philosophy. Putting someone in
restraints is – is a – a last resort, and certainly the – the leadership, um, on the floor have
made significant interventions that failed to justify that this person is needing to be
restrained. But I – I have not seen – I – I really don’t know if we have something – policy
in writing somewhere. I haven’t seen it if we do. (Rikka)
Brenda has not participated in the crafting of any RS prevention policies on her unit, and
does not think that any of her co-workers have been involved either.
Um (pause), ‘course, now, we don’t – now, on our unit we – technically, we don’t use,
quote, “restraints, ” um, as far as limb restraints. We do have a seclusion room. Um, now,
I don’t know that if – if any – any of our staff have actually, um (pause), had any input as
far as the policy goes. If they have, I don’t know about it. (Brenda)
Again, there is a problem with the word restraint. It appears that Brenda’s unit does not use limb
restraints, however, it is unclear what she means by the word “restraint” here. Nonetheless, she is
not included in any seclusion prevention policy-making in her facility. However, she does
describe a piece of paper with interventions to check off prior to secluding a patient. She
thinks that policy is created by the nurse manager and her supervisor.
Well, there is. I mean, we – there are certain steps we are supposed to go through before
you just put them in seclusion. You know. Just supposed to try to de-escalate, and that,
the seclusion, is the last resort. And then you have to have the doctor’s order. Only the
nurse can – the nurse has to be there to put them in and –There’s a path. Yes, and they’re
[the interventions] actually on the sheet. There are – there are check boxes, you know, did
you do this, this, this, and this, um, before – on the restraint sheet – before – what did you
do before trying – trying to put them in restraints. Um, no one other than the manager is
involved in the policy. And the –and – um, well, she’s the manager of the unit. She’s
over inpatient and outpatient , and then her supervisor too. Um, she’s over – I don’t know
how many units she’s over. I think she – I think she has – now, I can’t say for sure. I
can’t say for sure. (Brenda)
Brenda includes the informally communicated language of last resort in the description of RS
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prevention policy, similar to Rikka. “Last resort” appears as an unwritten and informal rule, and
participants are not clear where, or if this is a written policy. This message is being managed
somewhere, but the participants do not report any clear connection or link to last resort policy in
their practice. Last resort is communicated to them as a philosophy, not as a policy.
(Mis)Managing the Message
Facilitating restraint and seclusion prevention. Participants describe individual
strengths and organizational strategies in relation to facilitating RS prevention practice.
Individual strengths are described as: being respectful, staying calm, and caring about patients.
Organizational strategies are: meeting people where they are at, leveling the playing field, and
attending to safety risks.
Being respectful. The APNA (2007) position paper states: “Individuals have the right to
be treated with respect and dignity and in a safe, humane, culturally sensitive and
developmentally appropriate manner that respect individual choice and maximizes selfdetermination” (p.3). Several participants describe being respectful as a characteristic of
psychiatric healthcare workers who are good at RS prevention facilitation. This is consistent with
the APNA (2007) position paper which sees patients as having the right to respect and dignified
treatment. This sentiment echoes that of CMS (2006):
This foundation encompasses the belief that the patient has the right to be free from
unnecessary restraint or seclusion, that using a restraint for convenience, punishment,
retaliation, or coercion is never acceptable, and that each patient should be treated with
respect and dignity (p. 71380).
Glenda takes being respectful to several levels; namely, being respectful includes traumainformed care, and also includes employers treating their staff with respect.
Trauma-informed care is really about being respectful, respectful to everyone including
staff. (Glenda)
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Mack puts himself in the position of the hospitalized person, and says he would not like
to be restrained or given a shot, so he shows the kind of respect to patients that he would want to
receive himself.
Um, but I – you know, again, I want to respect the patient – the people who are in the
hospitals and I’ve – you know, I wouldn’t want somebody restraining me and giving me a
shot. So I try to work with people like I would want to be worked with. (Mack)
Brenda thinks that treating people with respect can help prevent RS use. She thinks it
makes a difference in how patients are approached.
(Pause) No. Well, like I – just like I said, not really. ‘Cause like I said before, a lot of it
is in your approach, and whether or not you actually treat them with respect. (Brenda)
Jack interjects that his co-workers cover up their own insecurities by being forceful, and
treating patients disrespectfully or like criminals. He sees this as causing restraints to happen.
Jack thinks that patients should be treated with dignity and respect. He gets upset when his
co-workers act like prison guards. He casually examines the power dynamics of the psychiatric
unit, and suggests there is very little difference between the patients and the staff members he
works with.
When in ninety-nine percent of the cases the only thing that separates us is a key and a
badge. That’s (laughs) – but, take it for what it is, have a chuckle, and move on. – the
other piece or –It gets in the way, but it’s the opposite. It’s the textbook, uh,
overcompensation. You know, [staff] they – they – they’re so shy because – and they
don’t want anybody else to know because they have those insecurities. So, when that
comes to a patient, um, those insecurities have to be covered up with a whole lot of ego
and a whole lot of forcefulness, and that’s one of the things that will ‘cause the restraints
to happen. Uh, you know, it – it really upsets me when I see a patient, uh, being treated –
or staff members treating a patient like they’re a prison guard. You know, we’re not
jailors. Our patients are not institutionalized. They’re not criminals –And even if they
were, they still deserve to be treated with some dignity and respect. (Jack)
Bertha talks about needing to have respect among the staff members themselves to
enhance communication and teamwork to prevent RS use. She thinks taking time with the patient
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and being respectful means being willing to bend the rules. Bertha suggests flexibility and
respect eliminate the power struggles that can lead to RS use.
Well, there’s good teamwork. respect, there’s respect among the staff with each other and
there’s good teamwork, so there’s good communication going on...as far as what the plan
is and how you’re gonna de-escalate them, um, everyone is on the same page, the nurse is
aware the patient is escalating, maybe the nurse comes out or gives out medications that
are necessary, medications are initiated early. Um- and then yeah just taking the time
with the patient and being respectful of them- or you know, exploring all avenues,
whether its talking to them or the supervisor- knowing when to bend the rules a little like
saying “I guess you can have a drink now” instead of “Nope!” So knowing when to bend
a rule because sometimes they have to be bent (laughing) I guess it’s never black or
white, and I guess they just have good perspective-or again like stepping outside the box,
like sometimes bizarre things will work, humor will work sometimes, just being willing
to do something that is outside the box, I think- otherwise it’s just a power struggle, just
arguing with someone who is psychotic and it doesn’t get you anywhere at all. (Bertha)
Patrick includes having respect for the patient’s symptomology as playing a preventive
role. He thinks having respect for defense mechanisms, such as paranoia, is applying knowledge
of the psychological aspects of behavior in a way that helps prevent RS use.
Well, the first is to understand where the aggression and – and where the problematic
behavior is coming from diagnostically. If it’s an older – if it’s a senior patient, I
understand, uh, that confusion as a role to understand how treatment of their psychiatric
condition is going to help the acute episode. Um, paranoia is a defense mechanism. And,
uh, it can be a healthy defense mechanism. So I think we have to help, uh, respect
paranoia as a defense mechanism, as a way that patients have of expressing their
fearfulness, loss of control, and you have to deal with the psychological dimensions of
that. Uh, and that is, uh, try to, um, understand what the patient’s feeling and, um, uh – so
– so I think in training the staff, that’s the thing that you’ve got to do to – to try to put
themselves somehow in the position of a patient to understand what’s happening so that
we know, you know, how to intervene, how to not threaten, and how not to exacerbate
the problem. (Patrick)
This implies that psychiatric healthcare workers should have some basic understanding of
psychological dynamics, and how to intervene with a patient without being threatening to avoid
escalations. Patrick, like Mack, thinks psychiatric healthcare workers should consider the
patient’s point of view. Hilda suggests that the value of respect be insisted upon and included in
the organizational structure of the facility, and thinks that potential staff should be interviewed
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about their values. She suggests that potential staff members, whose values do not agree with the
organizational values, should not be hired.
You can ask some very difficult questions about their [potential new staff] past
experience with seclusion and restraint. And no matter how much you need an RN on the
night shift, don’t hire them if they don’t agree with your values. Um, get your values
posted all over the – the organization so that clients can see them and families can see
that one of your values is respect and one of your values is choice and one of your values
is empowerment. (Hilda)
Another individual strength is staying calm.
Staying calm. Staying calm and having a calm presence are described as having a
positive effect on an escalating situation. Rikka describes a quality in a psychiatric healthcare
worker who is good at RS prevention. She has no real words, but implies a certain confident
calmness or ‘swag’.
I mean, you know, and this is just speculation, but I – I think, um, confidence plays a
role in that. I think you have to have some, um, presence. I think one of the things with,
um, the population as a whole is that people, especially when they’ve been in and out of
different systems, um, can learn to be very manipulative; and I think if you’re not – don’t
have, uh, the confidence about you to – to set limits and – and kind of understand what
may be going on, that you could lose control of the situation very quickly. Um, I’ve
noticed we have a fairly high turnover of nurses on our unit. And I’ve noticed – I was
thinking this the other day when I was looking around and seeing who (laughs) was still
on the unit. The nurses are – yeah. (Laughs) The nurses that are left, I would say each of
them has a different kind of, um, ability, je ne sais quoi. There’s something, like either a
certain swag about them, certain level of confidence, a certain, you know, something that
you can’t just can’t quite put their finger on but lets them be able to continue to work in
this environment and be successful and not just – you know, we have agency nurses that
come in that have been nurses for years that leave our unit in tears. So it just definitely
takes, you know, maybe the same thing that draws us to psychiatric mental health
nursing. I’m not – I’m not sure. Maybe it’s the same – same thing. But I think it does
take, uh, a certain, um – I – I don’t think it’s for the meek. I don’t know what, you know,
adjective to give to it, but it does take a certain quality. (Rikka)
Rikka thinks there is a certain calm-like quality that allows certain nurses to work in a very
stressful environment, as opposed to nurses who leave in tears. This is je ne sais quoi:
understanding what is going on and staying calm. Cassandra describes a co-worker having a
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calming presence. Some people exude a calmness, a characteristic which could be a personal trait
or developed from experience.
Nothing specific, but I just recall her being able to go out and talk to these patients and,
you know – and try to distract them, and – and it calmed them down. She did have a
calming effect. But I’ll say this, most of our patients who were not in their rooms, who
came out in the day area, which was in front of the nurse’s station, if they needed to be in
that area, they were in geri chairs. So, in and of itself, they were basically restrained,
because they can’t get out of those chairs on their own, you know. Those are those big
recliners, and they recline back, so, you know, they were kind of held captive. So, you
know, that was for the area they would be in, and it was, you know – it was always busy,
so you can’t blame them for getting upset. But she, probably more than anybody, was the
one who could go out there and – and make a presence of herself and just sort of having a
calming effect sometimes. (Cassandra)
Baxter, again, mentions a calming presence while reading the signs and knowing what is
going on with the patient. For Baxter, a calm presence is the main thing in calming an escalating
situation.
Well, it’s certainly the active listening, trying to connect with that person. Um, and – and
reading their body language, reading their tone as well, to know what’s going on with
them, what brought about that kind of state that got them into an aggressive place. And
also, just isolating them from the stimuli, um, trying to clear out a room to kind of get
them away from – from other folks. And – and just being a calm presence, I – I think
that’s the main thing, the use of self rather than any sort of techniques; it’s the main
thing, being in a good place yourself, um, knowing that you can use your – not only your
words but just the calmness of your presence that helps somebody else that they’ll say is
a big factor. And, um – and, um, one term that I heard years ago I really like is trying to
find a graceful way out of a difficult situation, trying to help somebody see that they
don’t have to follow through with the aggressive side, there are other alternatives for
them. And if they can’t think of them themselves, you know, we do that on their behalf,
give them some choices that prompt them to do some of those things. So I’ve got to –
I’ve got to be in a calm state and do some things to try to get myself there or realize I’m
not the best person to intervene this individual. I – I may need to get myself out and let
somebody else who’s in a calmer and more neutral state. (Baxter)
Baxter references his own self-regulating, and inner dialogue to figure out if he is in a calm
enough state to handle the situation. Staying calm means that you have the ability to assess your
own readiness and if not, to let someone else handle the communication. Several participants
mention the need to use a fresh face, or a new staff member as a mediator when they are not able

224
to stay calm.
The way patients are approached by psychiatric healthcare workers makes a
difference when trying to calm a person who is escalating or upset. Approaching calmly allows
the patient to ask for what they need to calm down, which is sometimes medication.
I mean, I guess it usually – I mean, if they’re doing well, then the patient calms and
becomes better controlled of their own actions through the aid of whoever is, you know,
working with them. Um, but they usually just approach it with a very calm – in a calm
manner and set limits and inform the patient of what’s –you know, what’s going on and
how they expect the patient to behave and for the need of them self and the rest of the
unit and, um, then ask if there’s anything we can do to help the patient reach that point
controlling their behavior. Um, and, surprisingly, you know, a lot of patients will request,
um, medication, and if that’s deemed appropriate then – then that’s done. (Yolanda)
In the following quotes, there is a sharp contrast shown about how important being calm
and producing a calming presence is, with outcomes that underscore this factor.
Stern, um, harsh, demanding, um – harsh, yeah, stern, authoritarian. I think a lot of
times if nurses could be taught to give a patient a choice between two or three good
options instead of demanding compliance with their one agenda item, that would go a
long way to de-escalating situations. Like, just nurses, for whatever reason, feel like
they’ve got this list of things that they have to get done in a particular amount of time,
and sometimes they can be a little overly rigid or inflexible. Or, for example, maybe a
patient is, um, in for detox, and it may be a borderline situation where the Clinical
Institute Withdrawal Assessment (CIWA) score is right on the edge of needing a
benzodiazepine. And based on the interpretation, if they had scored one thing higher, it
may allow the patient to get a benzodiazepine. And so because of the nurse’s personal
philosophy that she thinks there are bad medicines or over-abused medicines or the
patient doesn’t, quote, unquote, “really need it,” then they withhold the medicine and
cause a escalation, um – and cause an escalation and the patient’s mood to become more
aggressive or more hostile and more angry with the process instead of just going ahead
and giving them the dose, um, for a borderline case. I’m not suggesting that if the patient
has no symptoms, then just give out the meds. That’s usually, if it’s a – you know, kind
of the tie goes with the runner. You’re not going to really win anything, I don’t think,
long term or short term by arguing about whether or not the nausea is moderate or severe
or mild. (Mack)
Yeah. What I see, um, is a calm attitude. This – the particular – the staff I – I’m
thinking of now is always very calm – on the outside, anyway. Um, never raises the
voice. Even the way she – the staff carries themselves is not tense. (Brenda)
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Staying calm is embodied, the way she carries herself is not tense. She never raises her
voice. This is in opposition to Sheila’s description of her co-workers, who she describes as
panicked and threatening.
There was this kid we put in seclusion a couple times, he was another MR, Well, 35
minutes screaming. It was pitiful, I felt so bad for that kid. He had been cornered in his
room, what he did was he threw his mattress. Well- So what goes on? They corner him in
his room, he starts hitting the mirror, well they panicked. He panicked. They put him in
seclusion, and them um- when they came out of it, a couple hours later, he came out of
his room, ‘cause they had given him a shot to calm him down, he was just upset, he
wanted to go home, um, I was there that day, and he came out a little while later and said
“I want to go home.” We said, “I know.” He started pacing. I went over to talk to him.
OK, the staff is over by the board were holding the gloves in their hands in front of this
patient, OK and there they were standing over by the board and I overheard them, they
had gloves on, two of them, saying, “Are you gonna pull the bell this time when he acts
up or do you want me to!” “Oh, I don’t care, let me do it, he’s not gonna mess with me!”
I couldn’t believe they were saying this, right in front of the patient! They were literally
daring him. (Pause) They were young, two very young techs. Yeah, um- standing there,
popping, popping their gloves- so I went in, told one of the other nurses, “I’m just a little
upset about what is going on out there.” (Sheila)
When psychiatric healthcare workers cannot stay calm, chaos ensues, and other staff members
get upset. Daring to pull the emergency bell, and popping gloves are behaviors in opposition to
staying calm. Sheila implies that the immaturity of the staff has a role in their taunting and
inability to stay calm.
Jack thinks being rude to another staff member can start a domino effect escalation
among staff and patients, each feeding off the other.
That’s, it – it is a huge respect thing. One of the – one of the worst things that somebody
can do is just walk in on the restraint or – or on the de-escalation process. You know, if
you’re talking with someone and, you know, I just walk in on you and I start talking to
them –um, and interrupt, it’s just – it – it’s rude. And chances are, whether you mean to
or not, my rudeness is gonna upset you and the patient’s instantly gonna pick up on that,
and that in itself – I have seen it many times – that in itself will spark, an instant
escalation to the point of aggression, forcing a restraint to occur. So we have to, you
know, keep in mind that we have to treat each other with respect. And I think
communication is the best way to do that. (Jack)
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Staying calm is not always possible for staff members who feel that they are not being treated
with respect. The staff member’s experience is like a contagion, and patients are affected.
Communication among staff members is important for the environment to stay calm and
nonreactive.
Marlon gives an excellent example of his inner dialogue, and getting better at staying
calm while he learns the work. He taught himself how to stay calm, using his inner reflection and
dialogue. Eventually, this calmness was embodied and he did not have to tell himself to stay
calm anymore. He starts out not really listening to the patient.
There were times when I wasn’t really listening to them. It was more just, “Stay calm,
don’t react. Stay calm, don’t react.” So in those moments I wasn’t making a better
decision, but I was teaching myself how to stay calm; whereas, later, you know, a year or
so later, I wasn’t having to tell myself, “Be calm, be calm, be calm, be calm.” I was – I
was calm. (Marlon)
The ability to stay calm and respectful in stressful situations can be likened to caring about
patients.
Caring about patients. Psychiatric nurses have a 100-year history of caring for
hospitalized persons with mental disorders (APNA, 2007). Psychiatric healthcare workers have a
duty to care, a legal obligation of people employed in a position to safeguard the rights of others
(Keltner et. al., 2007). Caring about patients is identified by participants as an individual strength
that facilitates RS prevention practice.
Rhonda says that caring is pivotal for RS prevention. She implies that it is more than just
showing up for a job. Psychiatric healthcare workers who care about the patients are more likely
to take the extra step to find out what their needs are and address them, and not assume to know
what is going on with that patient. Caring about patients fosters a therapeutic relationship among
staff members and patients; this makes a difference in creating a therapeutic environment of care.
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Caring. Actually getting out there and – and not just walking onto the – onto the job site
to put in your twelve hours. It’s – I think it’s actually trying to get out there and make a
difference, try to care. Somebody that – again, who will listen to the patient, and help
them address their needs, what they see as their needs, not what we see as their needs.
(Rhonda)
Caring about patients includes focusing on patients’ needs; not putting the needs of the staff first.
Mack thinks there are many ways that patients experience being cared about, and these
differences influence staff-patient relationships. According to Mack, this awareness of caring has
to be initiated early enough in the de-escalating process to be effective.
I think if the patients know you, know you care about them and – and I think different
patients perceive that in different ways. But once the patient’s able to verbalize to you,
“Hey, you understand me, you know me, I know you care about me,” I think they’re
more likely to cooperate if the intervention is made early enough. I remember one patient
who, I had, um, had for several months, he was very agitated. And it was to the point now
where they were trying to restrain him. And I tried to make an intervention and – talk him
down, and he physically pushed me away. Not – not hard; he didn’t hurt me, but he laid
hands on me to push me – to push me back ‘cause – it had progressed too far down the
road, and he wanted to make his point that he was upset and – and he was – there was no
getting him back. (Mack)
Mack sees his patient going too far down the road to where caring could not prevent RS use.
Mack describes this episode as if a therapeutic, caring bond was broken between the patient and
the psychiatric healthcare staff. There was no amount of caring that would get him back at that
point.
Marlon sees caring about patients as using gender roles to preserve a therapeutic
relationship. He sees men as being less able to be caring in this way. He thinks that men are
perceived as bigger and stronger, and therefore less caring. This can be contrasted with other
participants who rely on bigger, stronger men for protection. This amounts to a gender-related
mixed message. Showing a patient that they are cared for involves different approaches from
women and men, according to Marlon. For Marlon, the physical size of a person makes a
difference in how caring for patients is carried out in action. Caring for patients is related to
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physical safety. The psychiatric healthcare worker must be familiar with the individual to know
what approach will work.
Uh, around prevention, I think it takes. I think there’s a time where you just have
to recognize that men are bigger and stronger, and there are times you had to bring in
more men for a purely physical safety reason. Um, but when you – when you get down to
more of the nitty-gritty, I think it – it’s more traditional gender – not stereotypes but just
descriptions or – or roles maybe, even, where women tend to be the more nurturing,
loving, softer, where men are the more authoritarian, harsh, uh, you know, people, the
less – less caring, cold, distant. Um, and so I think it – it takes you knowing the
individual because I think there are some people who respond to the nurturing; they need
somebody to come and – not to physically hold them and not in a restraint, but they – not
to hug but to say, “Hey, let me rub your back, it’s okay.” Uh, “It’s going to be okay. Let
me help you, I’ll – and I’m going to therapeutically hold your hand through this.”
(Marlon)
Yolanda sees that having a caring manner in the moment can make a difference,
especially when patients are detoxing or changing medications. Caring about patients and taking
the time to listen prevents escalating behavior. This is most important when the patient does not
have any medication available to them.
Um, but, yeah, it’s – if a staff member approaches a patient with disrespect, which I’ve
never – I’m trying to think if I’ve seen that happen. I mean, I’m sure it has happened, um,
or just with – with not taking the time to listen to what, um, their, um – their problem is at
that moment. Um, we have a lot of patients who, um, come in on all kinds of, um – taking
all kinds of drugs. And so when they come in, as a general rule, you know, they –
providers take them off of – of most medications, then slowly work them back into the
patient’s treatment plan. Um, but if – if that is not explained to them in a calm, assertive,
and a caring manner, um, then patients can escalate. If they’re – they’re just kinda told,
well, you know, you don’t have anything available, um, they’ll escalate at times.
(Yolanda)
Approaching a patient with disrespect is the opposite of caring about the patient.
Brenda thinks that caring about patients makes all the difference. Although she has never
thought about the concept like this before.
Uh-huh. I think it makes a lot – all the difference. Whether you’re just there – I never
really thought about it till now. (Laughs) Whether – whether you’re just there because it’s
a job, or you’re there because you care about the patients. Does that make sense? I think
there’s some people that care that just reach a breaking point, that just can’t – just can’t
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do it anymore. Sometimes they physically can’t do it anymore. (Laughs) Yeah. And
sometimes you, sometimes – sometimes your brain just quits working. (Brenda)
This idea of breaking points implies the need for staff to be supported in their jobs, because
breaking points mean the end of being able to care, to respect, or to stay calm. Psychiatric
healthcare workers reach a breaking point, physically, emotionally, and mentally; and just can’t
do the work anymore. Reaching the breaking point is something to avoid because that is when
caring for patients is no longer possible. Martha expresses caring about her co-workers,
suggesting that caring for patients can be difficult when her co-workers, who she cares about, are
injured by patients.
Yeah, and we – we’ve had quite a few staff injuries, you know, people that I work with, I
really like and care about and want to work with ‘em for a long time, you know, having
trouble with knee problems and – stuff like that. (Martha)
When psychiatric healthcare workers are exposed to violent encounters where staff
members get hurt, they have less capacity to care for their patients. There is a physical,
emotional, and mental breaking point to caring, as shown in this staff dialogue:
Well I don’t know, ‘cause I even tried the other day I tried, “If you try redirection with
him boy it sure works.” The staff said “I’m not trying that!” She’s [staff] a young, girl, no
kids. “Uh-uh, No way! No kid’s talking to me that way!!!!” “No way if he had come out
in the hall saying that I would do just what so and so did! I’d a just jerked him up...”
Well, you can’t do that that’s not what we’re here for. “I don’t care what you want to
do!” she said to me. (Sheila)
Meeting people where they are. Glenda, a federal level administrator, talks about
meeting people where they are, as a strategy to shift the institutional attitude and culture.
Right, so it really is just a huge attitudinal and cultural shift. So what we do is to really
meet people where they are, and- just figure out what could be done differently. (Glenda)
Baxter expounds on this concept of culture shift, noting that all must be involved for it to
work, including patients, and that all must buy in until the change becomes ingrained.
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To get that culture kind of ingrained in everyone, and, um, too, the clients have to expect
a different culture, because some will come in from a culture where there’s been a lot of
coercive interventions, and they’re not used to people not restraining or secluding. Um,
and I found at the agency that I worked with, uh, it’s almost like two generations of kids
in treatment had to leave before the culture could kind of take hold. Because we had been
doing restraints and seclusions with kids, they expected it. They didn’t know what to do,
uh, when we didn’t restrain and seclude. So they would sometimes push it and – and get
more reactive because it – it was so unfamiliar to them what we were trying to do. But as
those kids saw that it was working, that there was – were alternatives and buying into it
and their treatment would be successful, they would leave. Another generation of kids
would come in. And you just had to change what they expected of, uh, an agency or
administration because they expected it to happen, and they’ve been in places where it
had happened. So it took an adjustment across the board, from leadership to middle
management to the direct care workers to the kids or the clients themselves. (Baxter)
Meeting people where they are, avoiding judgment and blame, is basic to trauma-informed
care.
I think you just have to meet people where they’re at and get them to understand that this
is something not just about patients, it’s about staff too, it’s about providing
environments that are non-violent and safe for everyone- we are talking about safe
environments, not just for those we serve but for everyone. And I think when that
happens they can understand, that we are trying to help people heal and recover. Creating
the environment for staff where they can feel empowered in the process, rather than just
a- that doesn’t happen unless staff gains some understanding of why people are behaving
that way in the first place! And they don’t have that, you know? So we go through
everything. Like what does it mean- are they [patients] having garbled flashbacks of
memories, untreated trauma,- because they really need to find some kind of relief- do
people who use drugs, are they using that as some kind of self-medication?- and that kind
of stuff versus the , um, you know, other preconceived notions of what is going on with
that person and all the biases about why people behave the way they do and our language.
It’s like we [staff] blame them [patients] for what they do. It’s better if they get good
treatment in the first place. (Glenda)
Values are associated with meeting people where they are, and shared values bring cohesiveness,
and preserves accountability as Baxter holds.
Um, it starts with – with the hiring, kind of the people you’re bringing in, the values that
they bring about, what do patients need. Um, and if it’s more of the – the treatment,
therapeutic approach, that they bring in with them, that’s probably going to be a good fit
rather than that coercive approach that some people have or a punitive approach. Um,
training is a must. And then supervision … Um, you can have some of the best training
in the world, but if the supervisors don’t hold people accountable for what they’ve been
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trained to do and don’t sustain the culture through their supervision and that
accountability, it’s – it’s not gonna take hold and be implemented. Um, being rewarded
for doing those good jobs, um, we – we had a process at the agency I worked with, uh,
where we reviewed all the, uh, restraint and seclusions, runaways, all the, um, unsafe
situations the – the client would be in, and sometimes the role of that committee was to
send word back to the workers through their supervisors, “You did a great job.” Um,
“We can’t believe that you put up with what you put up and endured what you endured to
keep your hands off a kid.” (Baxter)
Part of organizational accountability is regulation, and enforcement of those regulations. Hilda
emphasizes that there needs to be an enforcement group in every state for performance
improvement to be implemented.
Well, that’s the next issue. Once you have the regs, it doesn’t matter – if you don’t have
an – uh, an enforcement group, then, yeah, – nothing happens. But we, um – we – we do.
We have a whole – we have a department of performance improvement and licensing.
And while they don’t get out there enough, um, we are going to be able to add a couple of
staff members to them ‘cause we’re – we’re closing down some other State programs,
so I’m going to pull some of the cream of the crop staff out of those programs and put it
in – in the performance improvement unit. So we’ll have at least some more bodies and
we’ll just start doing it. You know, a good thing. So this is where it’s really good (State
5). This would be hard to do in (State 1), for instance, or (State 7). And it could be done.
It would be a twenty-year initiative but – That’s the other thing that you have to keep on
one’s mind and whatever level you’re on, whether it’s the – the organizational level, the –
the agency level, the State department level, or the national level, is that this is not easy
work and you can’t let it go. And part of the reason that I think that we’ve seen this kind
of catch-or-catch-can progress is because every time there’s an election, they’re – you
lose your – your commissioners. You can’t get anything done in two years. (Hilda)
Structuring the care environment to reflect RS prevention practice is hard to achieve. In order to
be successful, you “can’t let it go.” Without the ability to enforce the changes that need to
happen to transform the coercive or punishment culture, as described by Baxter, there is not
much that can be done. To further complicate how people meet each other where they are, the
state commissioners are elected every two years in her state. That changes the make-up of the
regulatory and governmental team too often to make needed progress.
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Meeting people where they are thus means meeting patients, staff members, and
organizational cultures at the place they are in regarding preventing RS use, which can involve
taking different approaches.
Okay. There was a hospital whose goal, stated goal, was to, um, minimize the, um, use of
seclusions and restraints, and I saw them actively working very diligently to bring the
numbers down. And I saw that – I can’t quote the numbers, but I was at staff meetings
where numbers were given and they would say, you know, this – Here’s the seclusions
from this year; at this point a year ago – they’re down, and so forth. And so, um, I’m not
sure if the other – if the other hospital (sighs) has made a big deal about it. (Mack)
Assessing a facility’s capacity to implement RS prevention practice is part of understanding what
needs to happen next, in order to change the status quo, and sustain a culture of safety and nonviolence.
Leveling the playing field. There is a power structure on a psychiatric unit that Shawna
outlines as a culture. This hierarchy gets played out in different ways. She sees the nurses as over
the mental health techs.
It would also help because there is a little bit of a culture –but there’s a little bit of a
culture of, you know, the nurses are “above” the techs. Right? I mean, they have the
education, they’ve got the meds. They’ve got the doctor power, you know. So there’s a
little hierarchy, as we all know – in inpatient units. Um, and it’s that, you know, if the
issue is something that techs can deal with, then maybe it’s not quite as important – as
the issues that – so if the techs are out there watching your seclusion and restraint
patients, it’s not as important as something that the nurses need to do. But, in truth, it’s
quite the opposite. Now, those are people that the nurses need to be all over. So … think
about … although could – probably could – could reshape the way we’re building
(laughs) the unit at now …, thinking about it now. (Shawna)
Hilda talks about how the chief executive officer (CEO) at her hospital made an
executive decision to stop using RS, after hearing about a patient with a history of rape who was
re-traumatized in a state hospital. His sudden top-down decision to eliminate RS use was
shocking.
Um, well, what we did, (sighs) and this may be, not as direct as you want it, but let
me just tell you what we did. When my – my CEO, who was not a clinician, who
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was a Marine, he early on in our – in our, uh, tenure at this particular hospital, he
went to a meeting in Washington, D.C., where he heard a consumer speak about what I
just said, that horrible trauma of being a rape survivor since the age of two, who went
into state hospitals at about the age of fourteen, having been raped over and over and over
in a – in a consistent and almost serialistic manner by her grandfather, um, who then
ended up, of course, because she was acting out, if you will – um, ended up in a – in
hospitals for the next ten years and how she had – she was routinely secluded and
restrained, whether it was for self-injuries behavior, attacking staff, refusing to go to
treatment, whatever it was, and he heard that. And he came back to the hospital and he
basically pulled the executive staff together and he said, um – told us what he’d learned.
And he said, “We’re not going to use seclusion and restraint anymore.” And we all
looked at him like he was out of his mind. (Hilda)
Glenda says that trauma-informed care is a way to level the playing field, including
getting a buy-in for staffs’ involvement in all levels of RS prevention. She emphasizes that
trauma-informed care is the key to the process of change. Yet, the rubber hits the road with direct
caregivers; those at the bottom of the hierarchy.
So it has to be trauma informed care for everyone, you know, to level the playing field.
Trauma informed care is really about being respectful, respectful to everyone including
staff. Our team goes out and um, and we work with staff and do trainings- I mean it has
to be the direct care staff, you know, that’s who needs it most in the industry. (Glenda)
Rhonda, a direct care nurse, agrees and stresses staff empowerment, as well as
incorporating incentives in the approach.
If you make the staff feel that they are involved, that they have a voice, I think if you
educate them, it gives them incentive to stay and do a better job. I think if you put
somebody through orientation and throw them out on the floor and expect them to
understand mental health, um, they – they never will get it without the education. I think
there needs to be a lot more education for staff of what’s going on. And the ones that –
that get it that – that care, that do the education because they care about what their jobs –
I – that’s the people that should be rewarded and – and promoted and raised as opposed
to giving a flat raise to the people that do their jobs just as much as the people who don’t
do their jobs. And there needs to be incentive for people to really be involved in their job.
(Rhonda)
Hilda identifies the executive director as having the senior leadership to actualize change.
Senior leadership is a key piece.
So, um, you know, it’s – the easiest place to make organizational change is in a discreet
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organization where you’re the executive director. Okay? And that’s a key piece because
one of the core constructs of reducing seclusion and restraint successfully is the whole
issue of the role of senior leadership. (Hilda)
Attending to safety issues is another role for senior leadership in RS prevention practice.
Attending to safety risks. According to the CMS Final Rule (2006): It recognizes the
legitimate use of restraint for acute medical and surgical care as a measure to prevent patient
injury, as well as the use of restraint or seclusion to manage violent or self-destructive behavior
that jeopardizes the immediate physical safety of the patient, a staff member, or others. (p.
71378)
Patrick knows that whether one is in a powerful position to act can have a significant
effect on preventing the ultimate negative outcome.
Oh, yeah. Yeah. Here, a few times where I’ve been – but I’m medical director of facility,
you know. If I see it going on, then I can take immediate steps to say, “Hey, we don’t do
this.” But, you know, I – no, I have not always been medical director, so at times I can
see things happening. Um, I was also on the board of a, of a, uh, organization that, uh,
owned a hundred psychiatric hospitals, and I was on their safety and – safety committee
review. So I reviewed all of their restraint and seclusions. So, uh – so we saw – they had
videos of some of them, uh, and there were – yeah, I’ve seen some real problems. I’ve
seen problems with the fact that restraint and seclusion was used, and I’ve seen problems
in terms of the type of restraint used, jumping on the patient, you know, grabbing them.
Uh, there was a death during one restraint. That was in one of our hospitals. Because of
the improper use of, uh, you know, positioning; the patient was obese and was, um,
suffocating, as it were. (Patrick)
According to Hilda, RS use is fairly unregulated, and causes safety issues for both staff
and patients. She says that RS use is hard to do safely under any circumstance.
Um, well, because seclusion and restraint, first off, are non-evidence-based, historical
interventions that more mimic assault than they do any kind of clinical therapy. There is
no evidence for it that they have any therapeutic benefit. They generally should only be
used as safety measures of last resort in the face of imminent danger, but over the last
fifty, sixty, seventy years they’ve become way overused. They’re – they were always
fairly unregulated and have caused not only a lot of emotional trauma to both the people
being restrained and secluded but also to the staff being asked to do it. Um, but they’ve
also caused many accidents, serious injuries and a multitude of deaths, we know that
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there’s no evidence base to support it. We know that staff on the whole do not know how
to do it very safely and, in fact, it’s very hard to do it safely. (Hilda)
Patrick has witnessed staff injuries, and connects it with not first knowing the particular
patient well enough, and not forming a therapeutic alliance with each patient.
Yeah. And we had a patient here, we had a, uh – we had a nurse here that was given a
permanent brain injury by a schizophrenic paranoid patient who threw a chair at her.
That’s – and that’s one of the small – I’m sorry, he threw a, uh – a , uh – a blood
pressure – The metal stand of a blood pressure, uh, device, hit her, and she had permanent
brain damage. Uh, and that was with a habitually aggressive, paranoid schizophrenic
patient. And those are the ones that you have to have, you know, a keen awareness from
the start of – of – but you’ve gotta know the patient first. I mean, there’s not one – one
practice for – you know, for avoiding restraint – isn’t any – that isn’t any more possible
than one treatment for hypertension because it’s – you’ve got multiple causes of that
condition. Some have to do with environment. Some are explosive patients. Some are
problematic staff who, you know, for a variety of reasons are unable to, you know,
succeed with that therapy alliance. (Patrick)
Janna agrees that there are complex and multiple factors in safety such as staff
motivation, and staff-patient ratios that foster reactivity; jeopardizing safety. When the care
environment is reactive, problems with safety occur.
Unfortunately, I think sometimes it’s just a job, it’s just a paycheck, and that’s why they
choose the easier units because those patients don’t require such a watchful eye or such
high motivation to get to know them and their stays are shorter. So, um – but I do think
there is that motivation for safety. I think just the triggers and the – the solutions to those
triggers kind of happen instead of, trying to figure it out. They just kind of happen for the
staff, like, “Oh!” And I think – on the most part, I think it’s – it’s – the biggest reason that
it’s – it’s reactive is because it’s, um, sometimes it’s just the sheer number of patients.
There’s just a lot of patients that are coming and going, and you have so much to – you
have to get done in the shift, and it’s hard to get to know all of your patients on an
individual basis. (Janna)
Patrick suggests team-building, wherein others converge to mediate in a worrisome
situation.
And we have used – I think we’ve used a very, uh – very useful strategy of utilizing a
small team of talented nurses, technicians, three or four people, and that they would be,
uh, uh, rapidly convened whenever there’s a patient throughout the hospital who’s having
a problem. And the nurses can say, “We’re worried about Mr. Smith”, and they would
come and begin to look over the shoulders of the people treating them and say, hey, this
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is – We’re here to help. Uh, what do you think’s happening? Um, and that is very helpful.
I think that’s probably one of the best things that you can do. (Patrick)
The barriers to RS prevention practice are related to interactions among individual weaknesses
and organizational obstacles.
Creating barriers to restraint and seclusion prevention. Participants describe individual
weaknesses and organizational obstacles as barriers to RS prevention. Individual weaknesses are
feeling devalued, being prideful, and jumping the gun. Organizational obstacles are not being
listened to, not participating in policy-making, and fearing loss of employment.
Feeling devalued. Rhonda expresses feeling not valued enough to be included in
evaluating how the direct care staff is performing. Only when she is angry is she able to be
heard. She questions the administration’s commitment to good patient care, and following
through with corrective actions on such important issues as RS use and prevention.
Um, I’ve been listened to. Was it (coughs) – you know, out of courtesy? I think. I don’t
know … I’ve had a voice. Um, I do know that when it gets to the point of – that I have a
staff that – that I feel that is – is totally inappropriate for the unit that we work, that, uh,
I have to get to the point of being angry before I’m actually listened to. Then they listen
to me because, you know, I don’t get angry often, but when you put patients’ safety
second or not at all, or you aren’t taking care of our patients, that does make me angry. I
– yeah, those are, our patients need to be taken care of. And if we have staff who are not
doing it, then, uh – over and over; I’m not talking one – everybody has a bad day. I’m,
you know – but I’m talking about they’ve been there for a year and I haven’t seen any
difference in their attitude and nothing is done and then it puts patient safety at risk, then,
yeah, I will say something. They listen to me. Do I feel like anything’s done about it? Not
really. Not as much as it should be. (Rhonda)
Other problems in the workforce are related to low pay and safety. Wanda feels that the
pay is too low, and the work is too hard for people to stay in the field. She thinks that staff
members are put at-risk because of the staffing patterns at her facility; implying that people who
value their own safety leave her institution.
Um, it’s like a Catch-22; there’s never enough people and – and the pay is low. And you
– you just get exhausted. You just get burned out ‘cause they’re never – never … – it’s
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like [Pause] people don’t stay that long. And if you don’t feel listened to or there’s not
enough staff – people have left because of not enough staff. That’s why they’ve left.
‘Cause they – there’s not enough staff and they don’t – they know that – they’re setting
themselves up to get hurt. (Wanda)
Jack believes that healthy adults can’t do the job he does because they would be too
uncomfortable. Paradoxically, he is generalizing about people employed in the field of
psychiatry, while devaluing himself at the same time.
But, now, I mean, I’ve – I’ve seen so many people, uh, over the – the seventeen years, on
and off, that I’ve been doing this with six and a half years solid at one facility, um, people
who come from what would be – you know, looking into the family system from the
outside, of course, but then coming from a healthy family system, uh, and being welladjusted, you know, healthy adults, typically don’t seem to make it in our field because
they can’t handle the – the reality of it. They’re so, you know, not used to it or
uncomfortable with it. (Jack)
Patients are also devalued and stigmatized; those whom no one else wants to deal with. Both
Jack and Wilhelmina have internalized devaluing messages about psychiatric healthcare workers
and patients.
Yeah, it’s basically if you’re not familiar, ‘cause, like I say, the hospital that I’ve – (City
B) and here, you know, and (State B), they were pretty much acute facilities. And, you
know, here, um, in (City B) is totally acute. So that meant we get all the, you know,
patients that nobody else wants. (Wilhelmina)
This is the ironic logic of devaluing everybody: These are the patients nobody else wants and illadjusted staff members are deemed most appropriate to care for them.
Being prideful. Bertha and Jack see staff pridefulness about being in control, and
embarrassment when not in control, as barriers that foster inflexibility and increase RS use.
Difference, Um, a lot of times I think it’s a pride thing. Um, some staff are, um get
embarrassed that they aren’t in control of the situation, and um, they want to be in
control, or something, um, whereas, if you just, um sometimes, kind of let them [patients]
yell and be obnoxious for a second, then they’ll be OK. (Bertha)
Oh, yeah. Their pride gets in the way. Um, and that’s – those are the restraints that make
me sick – are the ones that occur because of staff. (Jack)
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Mack wants to give psychiatric healthcare workers incentive, from the corporate level
down, to be prideful about not having RS episodes. Although, he admits he has never seen this,
and is not sure it could work because this would be a new way of thinking.
Maybe some kind of recognition at the – at the line staff level. You know, like some
offices – some corporations will go, you know, three hundred and fifty-five days without
an injury, and they put that big board when you walk in that says, you know, “We’ve not
had an injury for that amount of time.” Maybe something like that to raise awareness.
It’s been – you know, it’s been forty-five days since a – since a restraint, or telling a
patient you – or tell a – a staff member, “You know what? You’ve had two hundred
restraint-free days that you’ve not been involved in a restraint for two hundred days,” and
then have some kind of points or reward at the end of that. That might do something.
Goodness, no, I’ve never seen that (Laughs). Not for restraints! But I have for accidents,
and people take a great deal of pride in that in factories, and they’ll say, “Now, I’ve got –
I’ve been working there ten years and I’ve never had an accident.” They’ll – they’ll boast
about it, you know. My – just my personal experience, I’ve seen that. So, um – it’s a
good idea. I don’t know. I just don’t know, because there’s not much changing - Um, you
just never know until you try something like that, um, ‘cause you’re changing – changing
– you’re talking about changing attitudes and changing ways of thinking and fixed
beliefs. And, you know, sometimes you kind of feel like you just have to go in and hire
new people and put them on one unit and never let them go off that unit and let the old
people go to the other units. ‘Cause people, they – they – they undo things that they tell
you in orientation, then you go and you actually get to the hospital and they say, “Well,
this is what … orientation, but here’s what really kind of happens on the unit. The oldtimers, you know, oftentimes have a …, which helps, too. Um, so real corporate, um,
from the head down. And it would just have to be something that was really stressed and
educate the patient, the staff on why it’s important not to restrain. I think you’d still have
people go, “Well, I don’t care what they say, when – if – if Tom Smith ever comes back,
he’ll – I’m puttin’ him in restraints…” Tom Smith’s not a real person, you know. (Mack)
Mack doubts the effectiveness of stimulating pride, even if it becomes a real corporate policy,
because the message is lost when belief systems are fixed and unchangeable. Rhonda equates
being prideful with power and rigidity, and thinks that education is the antidote. She sees staff
rigidity as one of the major causes of seclusion.
It’s – it’s – that’s one – I think one of our major causes of seclusion is staff being so rigid
that they can’t see, you know, the forest for the trees. You know, it’s more important to
them that it’s by the book, structured, than it is to be flexible. Is it keeping – I don’t know
if it’s – It’s – is following the rules is giving them a sense of pride – or is it giving them a
sense of power? Is it power or accomplishment that they’re looking for on a job? Which,
again, they need a sense of power on their job, but does it have to be that rigid? Could not
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education give them a sense of power to – you know, educate them, you know, whatever
the – you know. (Rhonda)
Being prideful, powerful, and in control are barriers to RS prevention practice that get played out
in different situations. Jumping the gun is another individual weakness.
Jumping the gun. Certain psychiatric healthcare workers who don’t believe that RS
prevention is possible are prone instead to preempt prevention and de-escalation processes; they
jump the gun. This attitude and lack of skill is a barrier to prevention, thought to motivate
prevention of RS use, as Shawna describes:
Whatever the folks are, whoever is best at engaging … to help them avoid the need for
seclusion or restraint. I think we need to believe that is always possible, and sometimes
people don’t believe- and sometimes people jump the gun. And sometimes people just
don’t have the skill or, unfortunately, the motivation or the right emotional temperament
themselves – (Shawna)
Jumping the gun is also related to intolerance that develops in long-time workers, according to
Martha, who advocates instead for convincing patients that voluntary medication is a better
alternative.
Uh-huh. Yeah, some – some staff members have worked there longer than I have, and
sometimes they kind of jump the gun on, “This patient is being aggressive,” when I don’t
really think that they are. They may be escalating but they’re not actually to the point of
aggression, so, um, sometimes they’ve said, “Well, maybe we should put her in
seclusion,” and I’m like, well, we haven’t tried this first, or we should try this first, you
know? You know, if I’ve already went out and talked to the patient and they’re still
escalating and, you know, they can’t, um, communicate with me what they need, they
don’t – they just don’t want to be there or something, you know, that’s not – I can’t fix
that so, um, sometimes we’ll get medication, emergency medication, see if they’ll take it.
Um, most of the time they do. Um, and I don’t really like to jump into seclusions or
restraints or anything like that. (Martha)
Rayna describes some co-workers who have lost their ability to be tolerant, and patient
with the hospitalized persons who they see over and over again on their units. Rayna thinks that
tolerance and patience are qualities and characteristics that psychiatric healthcare workers lose
over time; this creates barriers to prevention.
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Yeah, just, um – you know, just kind of negative about the patient or, um, you know, just
they know the patient, the patient’s been in several times, and, you know, they just – I
don’t – it’s almost like they just don’t even want to deal with the patient or, um, deal
with, you know, if your patient is med-seeking, um, you know, it’s, Oh, you know,
they’re always like that, that’s what they’re always doing. Um, I just don’t think that they
have the patience sometimes, um, to deal with those types of patients. I just think they
kind of lost that. You know, they’ve seen the same patient come in and out, the same
problem all the time and, um, you know, I just think they just kind of lose their patience,
… the patience or their tolerance.– (Rayna)
Patrick has seen problems with staff members jumping on the patients.
I’ve seen problems with the fact that restraint and seclusion was used, and I’ve seen
problems in terms of the type of restraint used, jumping on the patient, you know,
grabbing them. (Patrick)
There are a wide range of perceptions of RS use. Elena and Marlon still express a more
positive view of RS use, and do want to see the practice eliminated from the psychiatric milieu.
Marlon keeps open the possibility of the “right kind of hospital, a CEO-country-club type” that
could be in the right situation for RS prevention and elimination, but this is not his experience in
his present workplace. He doesn’t feel safe without being able to use RS. Carlsson et. al. (2004)
found that psychiatric healthcare workers who are exposed to high levels of aggression, violence,
and threat over time, come to believe that violence is just a part of the job.
No, other than I don’t want to see seclusion and restraint removed from psychiatric
hospitals. I do think it plays a very important role, as I said before, to, uh, for lack of a
better word, the pleasantly psychotic, you know, who’s unclothed at all times (laughs),
you know. Seclusion is a great thing for them. It – it’s a helpful tool to have – I wouldn’t
work anywhere I couldn’t use it. (Elena)
I would never work in a hospital – in a hospital that did not allow restraints because I
would not feel safe. Um, … not protect myself. Um, there may be situations where you
could have the right type of hospital, … or, you know – where some CEO-type countryclub hospital, I guess, but those are few and far between. So I think they – I think
restraints are needed, but it’s a slippery slope and especially in a psychiatric hospital they
should be – be the exception, for sure. And I think they are. I think if you teach staff it’s
okay to – you want to avoid them in the sense of you want to do better – there’s better
therapeutic options. Um, you don’t avoid them just because we want numbers on a piece
of paper … And I think that’s the mistake. (Marlon)
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Marlon accepts that his hospital is not a CEO-country-club type facility, the kind that privileged
people in other places may have access to, so he needs to jump the gun and use RS interventions
in order to feel protected.

Bertha describes jumping the gun as resulting from new workers reacting quickly out of a
pressure from fear.
(Laughs) I mean of course they’re like a deer in the headlights at first, the first couple
months. So, I mean, I guess...I don’t know, it can be an intense. It is stressful and you’re
talking about- somebody could really get hurt based on a decision you make, and
so- there’s pressure, you don’t want to do something, you don’t want to be that person
that let it go too far and, or someone got a brain injury from it or staff had to go to the ER
or that person hurt another patient because you were trying to, you know, wait it out a
second, or something. So I think that they just feel that- they feel the pressure, you know.
(Bertha)
Bertha brings in the issue of organizational unresponsiveness and punitiveness. Her co-workers,
who don’t get consulted in the policy-making, jump the gun, fearing loss of their jobs if safety is
broken and someone is hurt.
Not being listened to. Wanda thinks that not being listened to by supervisors creates an
environment where staff members turn against each other, and do not help out when needed. She
thinks this puts patients at-risk of experiencing more RS use.
And I think I was more discouraged because nobody was listening, and like with this one
person’s supervisor, I don’t – we – I don’t know. Our supervisor likes this person and –
she got a promotion, even though she practically caused a restraint to happen because she
wasn’t paying attention to what was happening on the unit. (Martha)
Janna describes feeling that staff members are handed down things to do, and have little
input. Her co-workers do not feel heard, and when they try to talk to their supervisors, they are
labeled as negative by the leadership. Janna thinks that they are expected to uphold a really high
standard; one that may not be achievable, given all the other environmental constraints.
Um, they [staff] don’t feel heard. They really don’t feel heard, um, really, with any of the
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policies, because a policy will get handed down, they read it, they’re like, “Well, we
really don’t think this is gonna work,” because they’re in the reality of it. They’re in the –
the thick of things. And they’re gonna be like, “Yeah, this is really idealistic and we’ll try
to work for it, but it’s not gonna work.” And it’s not them being negative or jaded;
they’re just in the middle of it. They’re like, “Well, we – we’ve already tried this and it
hasn’t worked, so why are they trying to do it again?” And if they go to anyone and say,
you know, “This needs to be tweaked, this – this isn’t gonna work,” they’re told that
they’re being negative because they’re not upholding this really high standard. And so
staff is just not heard, and then they’re labeled negative by leadership. (Janna)
Hilda describes RS prevention practice as hard work, not something she cannot mandate
from her office. Psychiatric healthcare workers have to be empowered to do the prevention work.
Hm. Let’s see. I guess just that in doing this work, it is really hard work. It’s not
something that Hilda can mandate from her office, even if her office is in the State
hospital and she’s the director of the State hospital. You’ve got to develop a team of
champions. However you do that, that’s how come you’re the leader, supposedly. You’ve
got to be able to figure out how to get a group of people that are going to join you in
doing this work, and then you’re going to have to grow that throughout your organization
by hook or by crook, by – by figuring out ways to empower staff to make them want to
do this, too, to being afraid not to do it, um, and rewarding ones that are willing to change
their practices. (Hilda)
According to Hilda, the way to be successful in RS prevention practice is to figure out how to
make psychiatric healthcare workers want to do the very hard work. She implies that staff
members can sometimes be afraid to change and do something different. Glenda thinks that
involving and understanding direct care staff members encompasses creating environments
where staff members are empowered in the process.
We can understand, that we are trying to help people heal and recover. Creating the
environment for staff where they can feel empowered in the process, too. (Glenda)
Creating environments that help people heal and recover starts with empowering staff members
in the process too. Psychiatric healthcare workers who feel they are not being listened to will not
be the champions of RS prevention practice. That is a given.
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Not participating in policy-making. Being listened to would mean being invited to the
policy-making table. Cassandra is not offered the opportunity to suggest environmental changes
that would help with RS prevention practice.
So, um, as far as policy to prevent restraint, no. I was not involved in that. I think in
addition to staff power you need a facility that’s conducive to that. Maybe a quiet room,
um – I’m trying to think of other things that might be helpful, and we just – what – we
just never had access to those kinds of things, though. (Cassandra)
Bertha and her co-workers, trying to address the RS use issue, wonder even if there is a
prevention policy because prevention training is overshadowed by intense training in techniques
of RS use instead.
Umm. I haven’t seen anything on prevention, um, I haven’t seen any policy on how to
prevent a restraint. Um, I mean they do...um I think there needs to be a lot more, the
emphasis on prevention, the emphasis on prevention is lacking for sure. And you know,
we have a seclusion and restraint team that meets every week and we brought that up,
um, but, I mean they [staff] do get training, like intense training when they are first hired
on, but the refreshers don’t focus on that[prevention] they just focus on technique, yeah.
(Bertha)
Bertha is aware of the RS prevention policy gap at her facility and does not think the trainings
are focused enough on prevention. Brenda is not involved in any policy-making in her facility.
Um, now, I don’t know that if – if any – any of our staff have actually, um (pause), had
any input as far as the policy goes. If they have, I don’t know about it. (Brenda)
Martha thinks that talking to patients about RS use before they are admitted might be a
helpful policy. She says that this type of prevention education is not a facility policy. She has
never been asked for her input in relation to RS prevention policy.
Um, not usually, especially on my unit because patients are very – they’re at their worst
when they come in on my unit. I get, you know, the patients that are very, very sick and
psychotic and delirium and, um – I mean, I get the aggressive patients, too, I mean,
patients that could benefit from talking to them about seclusions and restraints before
they come in. But, I mean, it’s all – they’re – they’re given information packages, and
then they can read all that. But I think that it would benefit if we talked to ‘em about it.
(Martha)
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Worse yet, Janna describes her co-workers as giving up, rather than continuing to try to
change the status quo and speak up. Then, Marlon expresses feeling that he does not want
someone who is unaware of what it is that he does in his work to determine the policies on RS
prevention practice.
So it’s – it’s very demoralizing – and so then they just kind of give up on trying to change
anything. (Janna)
If your staff morale is low, your results are going to be low. That’s true of any
business, but, um, especially psychiatric, you know. You say we don’t want restraints,
but your staff morale is bombing out, they may just say, Okay, you don’t want restraints
so you can look good on your report to your boss. Maybe. And who knows? They may
not – they may want to not allow restraints ‘cause they truly believe that’s the thing to do.
But if the staff aren’t going to go along … You know, I used to stand and challenge all
my bosses and ask them, “Keep up there for twenty-four hours and then tell me what to
do. See what I do … And , you know. “Then you can tell me what to do. Until then, I
don’t think you know what I’m trying to do; so, therefore, don’t tell me what to do.”
(Marlon)
Low staff morale is not good for business. Participants talk about fearing loss of employment as
a barrier to RS prevention practice.
Fearing loss of employment. Bertha questions whether her co-workers fear for their jobs,
and fear doing anything different that would put their employment at risk. She wonders if staff
members are fearful of being caught on video for not following the rules exactly right. This may
force psychiatric healthcare workers into more rigid positions, rather than being allowed to be
creative in the moment.
Or you know that, I don’t know, or that I think they feel pressure like from after the fact.
They are on camera you know and, we review the film. If something bad happens we
always watch the video- so maybe they feel like they could get in trouble, I don’t know.
I’m not exactly sure, um- I’m trying to think when I was a staff member- Um, I didn’t
really fear getting in trouble during a restraint or anything...I don’t know....(Pause).
(Bertha)
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Jack says that he has seen co-workers fired over misusing restraints. He is not sure he
always agrees with the firings, and thinks some situations are just unpreventable.
And I’ve seen that happen. I’ve seen two people get fired in the past six and a half years,
but the problem – it was about six years ago. When I saw two people get fired for what
was considered a misuse of, uh, restraint. Uh, one of them, um – one of those, I’m not too
sure about, uh, whether or not I agreed with it, but – ‘cause there was a trip involved.
(Laughs) Someone tripped. Uh, or got tripped intentionally. A staff member got tripped
intentionally by a patient and ended up falling on the patient. Um, which was what the
patient was trying to do. He was trying to start a fight. He wanted to start a riot. But that
staff member ended up getting fired because of that, because he fell onto the patient and
the patient fell into a wall and busted his head wide open – and had a huge knot and a
concussion. (Jack)
Patrick thinks some staff members need to be fired, sometimes after one episode;
unfortunately, he thinks these people go and work for other mental health facilities.
Well, um, there – there are times when, uh, you have to have, uh, remedial sessions with
certain staff members where you see something happened. Um, and, uh, some people get
fired after – after one episode of that. Depends on the – the – and, facility, they usually
just go to work for another, usually, uh, mental health facility. (Patrick)
Wanda thinks she might be fired for something that happened the week before.
Uh-huh. And sometimes it happens and – well, I’ll probably be fired. We’re full. We’ll
be full on the, uh – on the acute unit, so they’ll put acute – an acute person that’s, um,
high maintenance and real needy on a unit that’s – it’s too big and not staffed to have a
one-on-one person, and then that’s when things happen. We – it’s been pretty – pretty
good lately, but, uh, yeah. There was a bad – a bad incident on Thursday though where
two employees were sent – sent to the hospital. (Wanda)
According to Patrick, being fearful is the most poisonous element when trying to prevent
RS use.
You know, the – the most, uh, poisonous element in a restraint and, uh, seclusion
situation is fearfulness. Once people become fearful, afraid, uh, then you’ve got – you got
problems. That’s when you get – that’s when you have the use of excessive force, and
instead of figuring out what the – where the patient is, you quickly go to “Where am I?
I’m not feeling good about this, I’m feeling threatened, I’m feeling unsafe, I’m feeling
really bad, and I’m going to do what I can to protect myself,” instead of being able to, uh,
sort of establish a relationship with the patient that is what you have to do. (Patrick)
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When staff members are fearful, they are more likely to use excessive force. These
situations are extremely complex when it comes to psychiatric healthcare workers who both fear
losing their employment, and fear getting injured at the same time. Janna’s inner dialogue is
about the possibility of losing her job while she is involved in RS use.
It’s very stressful on the staff member. It is. It’s, um, because you’re questioning – and
you’re also questioning, “Am I going to lose my job over this one?” Over this particular
restraint, was something not done? Was something not right? “Am I gonna lose my job
over this?” See what I’m – I’m saying? Like if they review the tapes, like if – if you try
to do the – the physical part according to your training and it doesn’t go down that way,
because it always can’t, you know, the patient’s fighting back in a different way, and
you’re having to do more modified technique, kind of on the fly. Where you did a move
that’s not part of the training, in the back of your mind you’re – and – and are – “They’re
gonna see this on the tape and am I gonna get fired?” (Janna)
Hilda thinks that using RS is extremely difficult to do correctly and safely, under any
circumstances.
Yeah. And, uh – and that, um – but the – one thing that the GAO report did that the
(Publication) didn’t do is that they took the time to interview and investigate a number of
model programs that they found across the country who had, on their own, decided to
reduce the use of seclusion or restraint because that particular facility or that particular
administrator had just – had just become appalled at the fact that we were basically
engaging in manhandling people and the people were getting hurt. So they got a lot of
information about these model programs that were spread across the country, and they
reported that in the GAO report also. So back to your original question, um, we know that
seclusion and restraint is unregulated. We know that there’s no evidence base to support
it. We know that staff on the whole do not know how to do it very safely and, in fact, it’s
very hard to do it safely. Uh, because you’re basically grabbing – you’re – it’s like
assault. You’re grabbing someone and making them do something they don’t want to do.
(Hilda)
Summary of Findings
Preventing the use of restraint and seclusion, a mental health imperative, is excavated in
this study, revealing incredible barriers at the micro-meso-and macro levels. Ironically, the
effective means to prevent RS are missing despite obvious institutional liability, and claims of
compassion. Policies aimed at prevention are lofty in aim, but are unsupported and unenforced.
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Physical space and staffing are cut to dangerous levels, pressurizing the situation. The status quo
is the continued use of RS, though it is unsupported as a treatment, and is a source of trauma and
injury to patients and staff.
Those who would prefer to end RS use gradually realize that their concerns are lost in
mixed messages from the top, and reactive chaotic circumstances on the units, where patients are
threatened, and threatening, or perceived to be so. Front-line workers remain voiceless, or
unconvinced that restraint and seclusion are unnecessary, and fearful to change the practices for
many reasons, including the fear of losing their jobs. The summary of findings is organized from
the micro, meso, and macro perspective, and will be compared to findings reported in other
similar studies examining inpatient acute psychiatric units in the Midwestern U.S., Southeastern
U.S., Canada, Ireland, Finland and the Netherlands.
It’s Just the Business We are in
The findings in this GTM study, at the micro level of practice, describe the processes that
psychiatric healthcare workers engage in to prevent RS use. These findings can be compared to
the findings of Johnson & Delaney (2006), a foundational GTM study investigating the
strategies that psychiatric nursing staff use to prevent behavioral escalation on two psychiatric
units in the Midwest. Johnson & Delaney (2006) purport that nursing staff value the ideological
position of keeping the unit safe which includes the ethical principle of respect for persons;
similarly finding that preventing violent episodes hinges on the resource of staff time to
organize care in a predictable fashion by establishing therapeutic relationships among staff and
patients. These processes lead to a calm and safe environment. Keeping the unit safe is a
multifactorial and changeable dynamic determined by interactions among psychiatric healthcare
workers, hospitalized persons, the physical environment, and the ideology and culture. Delaney
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& Johnson (2006) see that the way time is structured, through activities occurring at the same
time daily in the milieu, contributes to a sense of consistency that can be counted on by both
patients and staff. Risks of escalation, and violence are kept to a minimum when staff and
patients are known to each other, and communicate often. Visibility on the unit is described as a
safety issue as well as providing enough space for people to establish personal boundaries.
Foreshadowing the context of economic realities, Johnson & Delaney (2006) suggest ways for
nurses to take back control of their practice in settings where they have lost it.
In contrast, participants in this dissertation research study demonstrate a wide variety of
knowledge and expertise when it comes to preventing psychiatric RS on inpatient units. This
perceived lack of specific resources such as adequate staffing patterns, enough time, and
comfortable spaces plays a dominant role in the ability of psychiatric healthcare workers to
prevent RS use. These participants paint the story of chaotic environments where staff members
are stressed, injured often, and sometimes unable to treat patients with basic respect. Few
participants have knowledge of any RS prevention policies, and few have participated in unitbased policy-making activities. Most participants do not feel that they are listened to, or that their
input is valued. Although Johnson & Delaney (2006) suggest helpful interventions and ways to
improve psychiatric nursing care, participants in the present study primarily experience a lack of
resources as a major impediment to improving the delivery of quality psychiatric care.
As these participants share their frustration with the lack of adequate resources
contributing to an inability to prevent RS use, even when they had working knowledge of what
to do, the conceptual category of the nature of the business is invoked. This nature appears as an
ordinary part of work life, and thus is accepted as a part of everyday practice. Nature is not
questioned. Although participants lack information related to trauma-informed care, family-
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centered care, patient-centered care, or other evidence-based paradigms engaged to prevent
psychiatric RS, these participants are keenly aware of the economic, business, and financial
limitations on their practice.
The economically laden metaphors such as ‘it’s just the business we are in’ appear to be
the justification for the continued use of RS on psychiatric units. This is the nature of the
business; there is not enough economic capital, or resources to prevent psychiatric RS. Further,
some participants understand the possibility that other places have the resources to prevent RS
use. Here, however, we do not. Far from an epicenter of cultural capital, the prevention resources
are viewed as unreachable, along with the possibility of RS prevention. In the Netherlands,
Goethals et. al. (2012) also see a lack of resources, and a non-supportive environment as factors
that influence nurses acting on a sense of necessity to meet legal responsibilities, rather than
addressing patients’ need for autonomy and human dignity.
Another disturbing theme that participants invoke is the stigma related to working on
psychiatric units, or working in mental health in general. Working in these areas of medicine, the
accepted norm is: there is no money, and psychiatric healthcare workers must make do with what
little they have to give the patients something to do. This is the natural state of affairs, patients do
not receive high quality, patient-centered care because it is “mental health” and there is no
money in it. The reality of this nature of business takes on characteristics in the physical
structures as well.
Participants describe small spaces where patients are crammed in together with little
personal space. Similarly, Shattell, Andes & Thomas (2008), in their phenomenological study of
a psychiatric unit in the Southeast, suggest that both patients and psychiatric healthcare workers
experience feeling confined in a “prison-like world” (p. 244). In the present study, the physical
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buildings are described as falling apart. Some spaces are described as unsafe, without providing
adequate light or supervision. None of the participants think that there is any possibility of
improving on the existing spaces or that new spaces will be constructed to ease up on the tension,
drabness and overcrowding. What the participants see in the external world of the outside space
is reflected in the culture, and attitudes of these environments of care. Participants describe the
stark reality of trying to prevent RS, while the outside structures are falling apart, and their work
is not being valued.
Participants describe trainings received on de-escalation and verbal interventions,
however, these training techniques seem to fall short of being fully implemented by all
psychiatric healthcare staff. All participants report seeing themselves and other co-workers hurt
or injured from participating in RS use, which further impacts staffing patterns and morale. In
Ireland, Moran et. al. (2009) see nurses withdrawing from patients during RS episodes to
suppress their own emotional responses to these interventions. This emotional disconnection is
seen as creating the tension-laden situations that precipitate increased use of RS. These states of
hypo arousal and emotional disconnection in the staff, induced by repeated exposures to violence
in the workplace, contribute to patients escalating to get staff’s attention (Stromberg, 2012).
Often, participants do not agree with the actions of their co-workers and feel that their
opinions are not taken into consideration. Kontio et. al. (2010) in Finland also discuss the interprofessional and ethical dilemmas encountered by psychiatric healthcare workers who do not
perceive themselves as having the time to adequately communicate concerns with co-workers.
Some participants are fearful about losing their employment because there is a video camera that
records their actions during a RS episode, which may record and reveal something they have
done wrong without intent. This is consistent with Shattell et. al. (2008), finding there is a
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disconnect between nurses and administrative leadership, where there are negative consequences
for those who speak out. The messages that psychiatric healthcare workers receive related to RS
prevention are mixed and contradictory. How those messages are translated into practice, without
the resources to fully implement the prevention message, is examined at the meso-level.
(Mis)Managing the Message
Policies related to RS prevention practice are seen as coming down from the top. Several
participants describe the CMS and TJC standards as guiding the ways in which RS prevention
practice is put into action and regulated. However, these standards are not uniform, and the laws
and regulatory definitions of RS do not always follow the same rules. The language surrounding
RS use and prevention is varied, and hard to pin down. Some participants make statements
regarding the last resort, and least restrictive interventions that are not evidence-based. These
messages are the result of the everyday norms of practice belief, rather than factual verification.
Some participants are not clear about the basic definitions of RS use because the verbiage does
not include words such as restraint or seclusion, when describing the very same actions that
involve restriction of movement, coercion, containment, and confinement.
In their findings, Larue et. al. (2009), based in Canada, describe the healthcare team as
being influenced by the environmental, and organizational factors in relation to psychiatric
healthcare workers’ decisions to seclude patients with or without restraint. The question of using
seclusion and isolation as therapeutic interventions is left open to interpretation. “At the heart” of
their decisional model stands the healthcare team, made up of individuals who “may or may not
submit to tacit group norms” (Larue et. al., 2009, p. 444). They conclude that quality care is
highly influenced by the organization’s concern for how seclusion episodes are handled. In a
follow-up study, Larue et. al. (2010) suggest that both the culture of the healthcare team, and the
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understanding of patient behavior, are at the root of decisions to seclude patients with or without
restraint. Psychiatric healthcare workers who lack the knowledge and expertise to understand
their patients’ behaviors are more likely to react quickly, jump the gun, and use RS. The
messages of knowledge and understanding, along with RS prevention and nonviolence, need to
be transmitted by the organizational culture.
The structures that help organize the day-to-day activities on psychiatric units are not
always visible to the eye, and require systematic observation and investigation. The messages
contained in SAMHSA policy are not being translated in full to the micro level of practice. In
this study, there is evidence of myriad confusion around RS prevention practice, and definitional
ambiguity prevails. Psychiatric healthcare workers are being trained to de-escalate, but what that
practice action fully entails is not made clear. Johnson & Delaney (2006) describe de-escalating
as one aspect of a “more complex process” (p. 15). Participants use the word de-escalating to
depict different actions or concepts. Most of the practice actions describe task-oriented skills that
psychiatric healthcare workers learn in trainings that are brief, and often described as not that
helpful in the real world. Few participants have any knowledge of the psychological or
physiological sequelae of traumatic events, neither from the standpoint of patients nor their own.
Psychiatric healthcare workers are given imperatives to prevent RS use, without the benefit of a
paradigmatic framework with which to comprehend the importance of prevention. Few
participants appear to recognize the role of traumatic events in their own lives or in their
practice. Likely, experiences of trauma further complicate the nursing staff’s feelings of
guardedness, and a lack of trust that Shattell et. al. (2008) describe. The message of traumainformed care is not being translated in a manner that can be easily understood. There is a
disconnect between the micro level of practice and the macro level of policy.
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The message that is being translated at the meso level is that this is mental health, and
there are few resources to do a very good job. Participants express a desire to care for their
patients but are not being given the information, knowledge, or tools to prevent RS use.
Sometimes, participants watch co-workers cause RS use to happen out of their own frustration,
or inability to care for themselves emotionally. There is little time to process the stressful and
sometimes traumatic events that occur, before it is time to move on and complete the next task.
Soldiering on, psychiatric healthcare workers remain entrenched in many of the historical
structures embodied in the institutions charged with caring for people struggling with mental
illness. Hospitals entrusted with providing psychiatric medical care are not always providing
their workers with the most up-to-date information, or worse, supporting cultures of intimidation
(Shattell et. al., 2008). The informational capital needed to organize quality psychiatric treatment
and environments of care is remiss. Johnson & Delaney (2006) outline the organizational
dimensions on psychiatric units that need managing as ideology, people, space and time. These
areas are found to be mismanaged by the majority of participants in the present study findings.
Although the care and treatment for people suffering with mental illness is being shifted
to the community, the hospital inpatient unit still provides stabilization for those with more acute
problems. Providing psychiatric healthcare workers with the resources, and information to
provide quality care to these patients, is a priority that is being overlooked. The experience of
patients in this care environment is being compromised. The message of RS prevention practice
is not being fully translated to those that require it. The question to be asked is: “Who benefits
from the ambiguity surrounding RS prevention practice?” There are no easy answers to this
complex phenomenon.
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It’s a Change of Heart
Paradoxically, the macro level analysis relates to a change of heart. The message from the
top is that RS prevention practice is a change of heart. Rather than the business that these
psychiatric healthcare workers see themselves functioning within, the policy makers with the
highest positions in the field declare that RS prevention practice is a change of heart and soul. It
is not about money. This macro message starts in the heart and soul of culture, with the invisible
structures organizing practice, and ends up in the mundane world of business as the message
increases in dross.
Table 2 represents the categories of the theory, Nature of the Business, followed by
Figure 4.2, which represents the messages of RS prevention in relation to the ability of
psychiatric healthcare workers to use prevention principles in practice. Figure 4.1 is adapted
from Bourdieu’s theory of social space, represented as: field + habitus (capital) = practice. Belief
in RS prevention practice, and the ability to prevent RS use are subsequently related to how the
language of business and economics is managed in the meso (habitus) level. In Figure 4.1, the x
axis is the capacity to prevent RS use, while the y axis represents symbolic capital. As symbolic
capital decreases, the capacity to prevent RS use decreases also.
According to Tovino (2007), high-quality psychiatric healthcare treatment is not
distributed evenly, and problems related to access and finance figure prominently. Policy
translation and implementation are contingent upon what has value to the society at large, the
legislative bodies, the regulatory agencies, the institutional cultures, and the professional
standards of those engaged in psychiatric practice. People have better or worse mental health
depending on where they live, and how their communities are structured and organized
(McKenzie & Harpham, 2006). Further, the participants in this study describe differing amounts
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and quality of psychiatric services being offered to patients paying for care using Medicare and
Medicaid dollars. Grants totaling over 10 million dollars have been distributed to at least 16
states through SAMHSA’s Alternatives to Restraint and Seclusion State Incentive Program since
2004. Although the message of RS prevention can be conceptualized as a change of heart,
obviously the means to carry out this ‘change of heart’ involve more than just heart and soul. In
terms of fiscal realities, adequate resources are needed to carry the message to the policy
implementers, the psychiatric healthcare workers engaged in practice.
Table 2. Nature of the Business: Preventing Psychiatric Restraint and Seclusion

It’s Just the Business we are in
(Micro)

(Mis) Managing the Message
(Meso)

It’s a Change of Heart
(Macro)

Being Respectful

Facing Challenging Moments
without Resources

Preventing Psychiatric Restraint
and Seclusion

Staying Calm

Inadequate Staffing Patterns

Defining Restraint and
Seclusion

Reading the Signs

Not Enough Time

Caring About Patients

De-escalating

Uncomfortable Spaces

Meeting People where They are

Redirecting Focus

Seeing People Hurt

Leveling the Playing Field

Distracting from Fixation

Being Unaware of Policy

Attending to Safety Risks

Removing Stimuli

Feeling Devalued

Trauma Informed Care

Talking to People

Being Prideful

Patient Centered

Listening with Intent

Jumping the Gun

Family Centered

Self-Regulating

Fearing Loss of Employment

Empowering
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Figure 4.1. Theoretical Map of Nature of the Business (Social Space), adapted from Bourdieu (1984)
Source: Adapted from Pierre Bourdieu, “Distinction.” (p. 343 ). Cambridge, MA: Harvard University Press, 1984.
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Chapter 5
Analysis and Implications
The purpose of this GTM (Charmaz, 2006) study was to understand the complex,
interactive, and interrelated processes that psychiatric healthcare workers engage in to prevent
the use of restraint and seclusion (RS). Exploring the processes involved in preventing and
eliminating RS in the psychiatrically hospitalized adult population of the Southeastern U.S. from
the standpoints of psychiatric healthcare workers; including hospital administrators, policy
makers, psychiatric nurses, advanced practice registered nurses, psychiatrists, activity therapists,
psychologists and mental health counselors, along with significant policy texts, provided
valuable information for both theory development and future intervention strategies in a region
that is overlooked in the literature. The specific aims of this study were to:
(1) Explore and understand the processes that psychiatric healthcare workers engage in to
prevent and eliminate RS on inpatient psychiatric units;
(2) Analyze the role that RS prevention policy plays, and identify the facilitators and
barriers related to RS prevention;
(3) Develop a substantive theory for use with quality improvement interventions,
research, practice, education and policy-making.
For the science of RS prevention, SAMHSA (2010) identifies understanding the contextual
factors determining an organization’s capacity to implement effective strategies as a next step
toward the elimination of psychiatric RS. This dissertation research study contributed to this
overarching goal.
The analysis is organized to follow an outline of the theoretical core category: Nature
of the Business. Starting from the ground up, with primary evidence, the practice of
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RS prevention is examined theoretically on the micro level, moving to the institutional
meso level, and continuing with the policy-oriented, organizational macro level. The micro level
category, generated in vivo by psychiatric healthcare workers engaged in practice is: “It’s
just the Business We are in,” moving up to the institutional level, which is the category
“(Mis)Managing the Message.” The macro level concludes with another in vivo category “It’s a
Change of Heart.”
The analysis includes an appraisal of how thoroughly federal policy has influenced the
creation of institutional cultures of RS prevention practice and non-violence, which are identified
as essential to RS prevention ideology, and how fully psychiatric healthcare workers have been
involved in implementing evidence-based best practices with fidelity (Lebel, 2011). There is
evidence of a dose effect vis-à-vis the degree to which best practices are implemented with
fidelity in psychiatric facilities of all types (SAMHSA, 2010). The connections among the
micro, meso and macro level analysis, in concert with the relational characteristics of practice,
habitus (organizational), capital (resources) and field (policy) form the substance of this
theoretical examination. Concepts are put in motion, and made to work in the social world of
psychiatric RS prevention (Bourdieu & Wacquant, 1992).
Bourdieu’s heuristics guide the process to analytically interpret and situate findings in
context, and to address implications. Keeping the emphasis on what can be done in the practice
world to prevent RS use, while concurrently analyzing language, meaning and action
interpretatively, stays true to the foundational character of GTM. The theory that is offered here
is designed to shed light on one aspect of the RS prevention practice that has the potential to
influence the ways in which we get the work of our direct care business done. Some of the ways
that prevention practice is being approached are not working. Psychiatric healthcare workers and
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hospitalized patients are still being needlessly hurt and traumatized, partially due to an inability
to recognize and transform the historical structures organizing these environments of care.
The new knowledge of RS prevention culture has not taken hold. From my vantage point, as a
nurse scientist and practitioner in the field, that is not an acceptable reality. The hope is to
identify a reasonable alternative. Admittedly, this theory represents both the varied experiences
of the participants, and the researcher, whether we are aware of them or not (Charmaz, 2006).
This section will be divided into three sections, corresponding to the study questions,
beginning with micro level analysis. For review, the four study questions were:
1.

How do psychiatric healthcare workers prevent the use RS?

2.

Do psychiatric healthcare workers have the resources to prevent RS?

3.

What is the role of the RS prevention policy?

4.

What are the facilitators and barriers to prevention?

The first question represents (micro level) the meanings and actions related to RS prevention
practice. The second and fourth questions relate to the interactions among structural and
dispositional messages related to RS prevention, (mis)managed by the (meso level) habitus.
Resource allocation and distribution are considered associated with accumulated capital. To
review, capital represents the amount of economic, cultural, and social resources available,
which determines one’s position in the hierarchy, and what opportunities are possible (Bourdieu,
1990). The third question symbolizes the (macro level) field, where the struggle for the dominant
voice takes place. The macro level is where the federal policies are constructed and
governmental agencies regulate. The fourth question joins part of the discussion within each of
the other three research questions. There are multi-level facilitators and barriers to RS prevention
practice identified throughout the findings section. The following analysis is a sequential
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synthesis of the findings in more abstract and theoretical terms. According to Charmaz (2005),
GTM contains the means to scrutinize how practices become institutional practices, and to pay
attention to inequality in its social and historical contexts.
Micro
It’s Just the Business We are in. Interpretive theorizing moves beyond individual
circumstances and interactions in the moment. While examining meanings at the micro level, it is
important to first see the social in the individual. What people do and think, and how they
interact at the individual and local level, informs their everyday ideologies and determines their
paths of participation in the social world (Charmaz, 2006). These psychiatric ideologies are
translated through action into the world of practice where these ideas are produced and
reproduced.
The first research question corresponds to the micro level analysis, examining
the practice norms and actions that psychiatric healthcare workers perform in their social worlds
to prevent RS use. On the surface, this is a simple question. However, what participants reveal
about how they view their practice environments, their co-workers, and their workplace
hierarchies shed more light on what is missing for them in their practice worlds than what
steps they take to prevent RS use. Difficult and complex patient care decisions concerning RS
use are made “on the fly;” painting a picture of a chaotic environment where participants feel
rushed to act out of a habit of necessity, acquiesced to, and justified by a lack of adequate
resources. This reveals a notable gap in the translation of best practices in the area of RS
prevention on inpatient psychiatric units. The messages of trauma-informed, patient-centered,
strength-based, and family-centered care in the facilitation of quality preventive care and
treatment are not being adequately translated into practice. There is a disconnect between these
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ideal types of care signified by current “buzzwords” and concrete practice. This has
consequences for the population of hospitalized persons, and the psychiatric healthcare workers
who care for them.
Bourdieu (1990) contends that habits provide the best proof, and are the most believable.
Decisions made in the practice world are based on an experiential past, believed to be the correct
course of action through the forming of habits. Alford (1998) refers to these habits as cognitive
shortcuts. This is the opposite of believing that decisions are voluntary acts of thinking that arise
naturally from the rational logic of a conscious will. Instead, Bourdieu (1990) outlines a system
of preferences, whereby decisions are not only made on the basis of a person’s historical
decision-making processes and choices of action, but also on the conditions and constraints
under which these decisions have been made, or chosen for him or her. In this way, a belief or
any other culturally acquired posture takes hold, compelling a person to act out of an urgency or
necessity to behave accordingly, adapting automatically to environmental expectations without
conscious recognition of the process. Psychiatric healthcare workers continue to use RS because
RS use continues to be sanctioned, and legitimized by those in power, and those who make the
rules. A practical logic of necessity is internalized, and taken for granted as truth or reality. The
rules are translated into choices and options. It is natural to believe that RS use is a necessary
part of the business. This principle of practice is initiated through the relationship between
external constraints and the acquired dispositions to act out of this practical sense of necessity,
which are both products of social and economic processes at a given moment in time (Bourdieu,
1990).
Practice, in an economic sense, is more than a conglomerate of narrowly defined
mechanistic causes and effects, or profit and loss equations; rather, it is a set of actions taken in
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the world that achieves the objectives of the dominant in that particular field, at the lowest
possible cost. Bourdieu (1990) describes an “objective finality” that occurs when there is a
failure to recognize that there are alternative courses of action, not just “rational action or
mechanical reaction” (p. 50). Practices are informed by the struggle over the stakes, and the
scarcities taking place in the field. For instance, Marlon knows that that the hospital he is
working in does not meet the patients’ needs, but he also knows, as a habituated belief, that “they
[the hospital administration] can’t do” what he would like them to do because of economics. He
wishes they would tear the building down, and thoughtfully design a new building that would be
more appropriate for patients at the present time because psychiatric best practices have changed
within the last forty years. He knows this is not possible, “I know they can’t do this…” He is
resigned to this situation because of the conscious and unconscious messages he receives. He
believes accordingly. The belief in economic domination restricts his ability to provide a
comfortable space for his patients.
Um, but I think, yeah, I mean – I think part of some of the issues the hospital’s facing are
just ones – the hospital’s forty years old. It’s been remodeled who knows how many
times. They’re trying to remodel it again a little bit. Um, you know, how much has
treatment changed in forty years from goals and interventions, in psychiatric hospitals
especially? Yeah. Um, so I think – I would advise – I know they can’t do this ‘cause of
money and economics, but discharge all your patients, tear it down, and rebuild it.
Or build a new one and –move them into it. I think I would – I would put a lot of thought
into the layout. I don’t know exactly how we would do it. I think a kids’ unit would look
different than an adults’ unit, which would look different from a psychotics’, psychotic
adults. Um, I think if a psychotic – if you had a truly psychotic adult, some of them may
get bothered by being closed in, but, at the same time, there’s not as much for them to get
into so that, you have to balance out – the good and the bad. (Marlon)
Although Marlon stops short, while using money and economics to justify why the
patients do not have adequate, comfortable space, he engages the ideas he thinks would pay off.
He also questions if some patients would cause problems if there was differently configured
space. More staff members would be needed to observe patients with psychosis. Using Marlon’s
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economic logic, having a smaller space makes practical sense for persons who struggle with
psychotic thinking even if they become bothered, because less staff is required. He is balancing
the messages of the good and the bad. However, his perception of good and bad is managed
effortlessly in the habitus which provides him with the classifying schemes which are
homologous with the dominant structures of the field. Balancing the good and the bad appears as
if on a ledger. Psychiatric healthcare workers with similar internalized dispositions and
constructed schemes are easier to summon into action, especially in opposition to another group
(Bourdieu, 1998). Unfortunately, the other group appears to be made up of the population of
patients being cared for.
Marlon demonstrates the logic of objective finality while he rules out several good
options that both he and his patients would benefit from in the long run. Although RS use may be
the outcome of this small space, the implied economic advantage is seen as needing fewer staff,
because all the patients can be observed at one time. He does not take the next step, to question
the facts of these economic conditions, or to include the long-term costs embedded in the
environment of care he describes. Looking from the ground up, these economic facts are just
taken for granted as natural. Resources are not available. The things Marlon would like to do to
change the structural environment cannot happen. That is the “Nature of the Business.” It is just
the business we are in.
In practice, psychiatric healthcare workers embrace the concepts of business and
economy, the haves and the have-nots, to do their bidding. In claiming as their own, the same
forces that restrict their practice and devalue their work lives, the inherent double-bind and
distorted nature of the unresolvable paradox encoded in symbolic domination is revealed
(Bourdieu & Wacquant, 1992). There is no way out. The building is falling apart. Patients are not
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cared for in suitably therapeutic environments; that is a natural, everyday product of the business
we are in. The irony is that the business we are in is caring for the hospitalized persons reduced
to these conditions. That is the mixed message. Through a thorough analysis of the historical and
social origins of the objective structures of the world, these intrinsic inequalities can be seen and
removed from the “invisibility of their arbitrariness” (Bourdieu & Wacquant, 1992, p. 24). The
unconscious fit between the habitus and the field in which it operates, allows this process of
submission to go unnoticed. It is embedded in the social body of psychiatric healthcare workers.
Bourdieu (1990) calls this the “somatization of social relations of domination” (p. 129). With
the internalization of these social relations, a positional point of view is constructed, taken for
granted as truth, and translated into something that requires action (Bourdieu, 1998). Sometimes,
this action is the use of RS. Other times, it is the purchase of a top of the line seclusion room.
Mack describes money as the driving force:
No. I mean, there’s just not enough money in mental health. Um, units are – are maybe
too big. Um, in fact, they will sometimes combine units to save on staff so instead of
having two units, one with fourteen patients and one with sixteen patients, they might
combine them on one unit to have thirty patients, and because of the way the staff-topatient ratio is, they would stake – they would save a tack. And so for the price of, what,
you know, ten dollars an hour for twenty-four hours, between twenty and forty dollars
down, they, you know, save – save that budget. And if I am sending somebody home,
and, um, I think that – you know, all kinds of studies have shown us that you get people
together in close quarters, it tends to increase stress and increase anxiety and lead to
problems. So, yeah, it’s quite the other – money – money drives it. (Mack)
Mack says there is not enough money in mental health. The psychiatric units are temporary
structures that can be changed to better meet the economic resources of the moment. The spaces
are such that they increase stress, and anxiety for the patients which can lead to problems such as
RS use. However, to Mack, this economic logic is about numbers and that makes legitimate
sense. The dominated “perceive the dominant through the categories that the relations of the
domination has produced and which are thus identical to the interests of the dominant”
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(Bourdieu, 1998, p. 121). Bourdieu (1990) suggests that until there is an institutional system in
place that ensures the established order, the dominant agents in that field “work directly, daily,
and personally to produce and reproduce conditions of domination, resorting to the direct
domination of one person over the other, which even then are not entirely certain” (p. 128). The
message of domination is encoded with the perception of a lack of money, and everyone buys
into this “logic.”
Patients are subjugated to units that are over-crowded to save money in the budget.
Psychiatric healthcare staff are shifted around like pawns to accommodate the fiscal equation.
The material structures of the social world are in a constant state of economic flux, literally
creating a physical instability and uncertainty. Money and its symbolic power, are dictating the
outcomes. The numbers and calculations do not always add up, especially long-term. Yet, these
participants do not see themselves as having economic capital because they work in the field
of mental health. The numbers don’t have to add up to be real. This is the nature of the business.
According to Bourdieu (1990), practices form their own economies and economic logic. This
economic logic of practice is not always centered on financial gain, the term can be used in a
broader sense to denote a trend toward the accumulation of other kinds of symbolic capital as
well.
Symbolic capital entitles individuals to distinguish themselves from the group just below
them by publicly allying with the group perceived to be above (Bourdieu, 1990). By joining
forces with the world of business and economics, participants distance themselves from the
world of patients. There is a natural recognition, a sense acquired through social conditioning,
that the health of business is more important than the health of the patients. This social
domination is maintained by legitimizing belief in the words and those who use them,
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establishing this objective order of things as naturally occurring. Interestingly, Bourdieu (2001)
includes business, politics, and science as the pursuits that are most advantageous in the
development of manliness. This relational interaction becomes symbolic when belief in the
power of the business alters the vision of the world, and the actions taken in the world (Bourdieu,
1991). By using business jargon, Jack invokes the word industry to express his belief about RS
prevention practice.
So, I do not believe that – that the mental health industry will ever do away with
seclusions or restraints. Um, I just – I just – to me, that’s a fact. But I – I also (laughs)
know beyond a shadow of a doubt that it’s a fact that we can reduce the number that we
have. (Jack)
The reference to the mental health industry is suggestive. There is a mental health
industry which determines the practice of RS prevention, almost like an invisible hand. This
message is communicated to Jack; he recognizes the legitimacy of the message. Although Jack
thinks that less RS can be utilized, ultimately, the decision to eliminate RS use from psychiatric
healthcare practice is literally and figuratively out of his hands. This is an industrial necessity: a
fact. Out of factual necessity, he will continue to utilize RS in his practice. That is the fact to be
believed. Jack is a cog in the industrial mental health machine. Alternatives to this logic are ruled
out without expending too much time or effort. Jack sees no other options. The choice has been
made for him by the industry. Although Jack, his co-workers, and patients may be harmed,
beaten up or worse while initiating RS use, the recognized legitimacy of the practice is endorsed
by the industry. That is Jack’s message.
Meso
(Mis)Managing the Message. According to Bourdieu (1990) and Charmaz (2006),
objects of knowledge are actively constructed. In order to understand this knowledge, Bourdieu
(1990) says:
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One has to situate oneself within ‘real activity as such,’ that is, in the practical relation to
the world, the preoccupied, active presence in the world through which the world
imposes its presence, with its urgencies, it’s things to be done and said, things made to be
said, which directly govern words and deeds without ever unfolding as a spectacle (p.
52).
The message of RS prevention practice is managed almost imperceptibly in the social
world of psychiatric healthcare workers. The ideology contained in this discourse has an
enormous direct effect on the quality of care experienced by the persons hospitalized on
psychiatric units, their families, and the lives of staff members caring for them. This ideological
discourse actively organizes how psychiatric treatment and care are delivered, and how RS
prevention practices unfold in this social sphere. Bourdieu (1990) implies that objects of
knowledge are made to be said, thus they govern the words and actions of practice, almost
without being noticed. This objective knowledge is believed to be naturally occurring, and
constructed apart from its historical foundations. Returning to practice reveals the dialectic of the
objective and incorporated, products of historical practice made manifest (Bourdieu, 1990). In
practice, the (mis)guided driving force behind logical necessity becomes more clear.
Patrick, a physician, takes RS prevention practice back to its historical roots, then to the
present time, with the advent of modern pharmacology. Our present day structures and
apparatuses are directly linked to the “Dark Ages,” containing the principles of confinement,
punishment, and control.
We’re basically – in the Dark Ages in terms of most of the practices used with seclusion
and restraint. We have – we have some model drugs, but the way we use them is just, you
know, very bad. (Patrick)
Patrick thinks that the dynamics of psychiatric RS practices of today are the same as those of the
“Dark Ages”, and the pharmacological interventions are not used very well either. The double
standard is clear. We continue to use RS interventions in the same way as they did in the “Dark
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Ages”, and yet we have not put model pharmaceuticals into practice very well. The analogy of
the “Dark Ages” brings the historical structures of psychiatric care and treatment to the forefront.
The messages produced and reproduced today are not much different from the “Dark Ages” in
relation to the use and practice of RS. Therefore, the message is: the individual and collective
practices of today are the result of historical strategies that were very bad to begin with.
Managing the message of RS prevention is not a simple process. The production and
reproduction of historical structures do not change without persistent and concerted effort.
These structures continue to have a profound effect on contemporary practices, and create the
inequitable care that people struggling with mental illness experience.
Bourdieu (1990) sees the habitus as an “acquired system of generative schemes” (p. 54)
able to freely produce all thoughts, perceptions, and actions in agreement with the conditional
characteristics of its production. Closely tied in with the concept of habitus is the concept of
capital, which positions the habitus within the economic, cultural, and social spheres of
influence. Managing the message of RS prevention practice takes into account the thoughts,
perceptions, and actions produced by the historical conditions of psychiatric healthcare workers
involved in practice in a locale. These thoughts, perceptions, and actions are constantly
reinforced by the same schemes, which in turn provide the same solutions. Some of the same
solutions are the use of RS interventions during psychiatric crisis situations. This practice
coincides with the “Dark Ages.”
Not all psychiatric healthcare workers retain the same message. Wilhelmina, a hospital
administrator, demonstrates the mixed message of replacing one coercive intervention with
another.
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The – uh-huh, what [the message] my staff get from me is that, uh, restraints are
considered, um, failure in treatment. Uh, so if you’re using restraints, um, there’s a failure
in treatment. And, um, when we talk about, um, restraints or using restrictive
interventions, we talk about what we could have done differently, you know. Could we
have maybe, um, got somebody that knows the patient better to talk with them before
doing that, did the patient meet the criteria for – for, um, seclusion or – and why did the
patient go into restraint –rather than seclusion? (Wilhelmina)
The message being generated is that restraint is a treatment failure while the use of
seclusion is not. The historical structures active in this way of thinking and perceiving are
influential. Wilhelmina generates strategies with her staff that are the result of her past decisionmaking, and the limits of the logic that presupposes that seclusion is not a treatment failure. She
works within the limits of what appears as reasonable and commonly believed to be true.
Wilhelmina and her staff hold a particular position in the field that is determined by the overall
amount of symbolic capital, and the composition of accumulated economic and cultural capital.
People who occupy similar positions in this hierarchy are exposed to similar environmental
conditions and constraints, therefore they are likely to hold a similar ideological point of view
and exhibit similar practice (Bourdieu, 1991). This practice action is produced by, and produces
the structures of the social world of psychiatric healthcare workers. The future is anticipated in
this way, taking the same form as the structures of the past. Restraint is considered a treatment
failure, so seclusion is substituted instead. The SAMHSA (2008) policies state something
different: seclusion and restraint are not treatment, they reflect treatment failures (Curie, 2005).
The message communicated to and received by Wilhelmina and her staff members is not
complete, nor does it demonstrate accurate translation of national policy. The message is not
being completely translated or being properly managed. It is (mis)managed.
Bourdieu & Wacquant (1992) define informational capital as a subset of cultural capital
which can be embodied, objectified, or institutionalized. Wilhelmina does not appear to have the
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complete information with regard to what is considered, at the federal level, to be a treatment
failure. This information is not institutionalized in the facility where Wilhelmina works. It also
appears that neither Wilhelmina nor the facility she now works with has the cultural capital
required to be privy to the full and complete message of what constitutes RS treatment failures.
However, reducing the existence of practice in the social world to mechanical reactions or
premeditative actions, the researcher may miss the opportunity to uncover the practices that are
taken to be reasonable without being the direct result of being reasonably thought out. The
“structural affinity of habitus” belonging to the same group can enforce practices which are
similarly unified, and “orchestrated outside of any collective consciousness or intention”
(Bourdieu & Wacquant, 1992, p. 125). This historical unconscious is embodied by the group.
There is a (mis)managed interaction among the messages being given out, and the receivers’
ability to interpret the messages. The message somehow misses the mark.
The habitus is a “socialized subjectivity” that is both individual and collective (Bourdieu
& Wacquant, 1992, p. 127). Limits are placed on what is perceived as reasonable, especially
while acting out of a sense of necessity, not only because the available information is lacking,
but because human cognition is socially structured and therefore constrained. The phenomenon
of RS prevention practice is considered the outcome of historical interactions among individuals
and social groups in a social space. This includes the “relation between two realizations of
historical actions, in bodies and in things” (Bourdieu & Wacquant, 1992, p. 126). The durable
dispositions of the habitus, schemes of perception, apprehension and action are embodied, and
thus represent the foundations of the “institutionalized body.” The phenomena of RS use and
prevention, and the apparatus involved, take on the characteristics of physical objects, devices
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built of quasi reality. See Figure 5.1 for a pictorial and written description of a seclusion room.
See pages 136-140 for descriptions of RS processes.

Figure 5.1. Seclusion Room with Description
Source: Retrieved from http://seclusionrooms.com/gallery.html

“It is our objective that every seclusion room will be as unobtrusive to the client as possible and
allow a client to have a safe area in case they do become aggressive. Our primary aim is to
ensure the client is comfortable and safe. Often a client will put negligible stress on the room but
they are designed to withstand the harshest treatment using the seclusion room system, ensuring
a finish, strong yet soft. Designing a seclusion room requires identifying the maximum stresses it
will endure and building it to endure them over a long period of time.”

Shawna comments on the message of recovery-oriented care practice in relation to her
facility’s attempt to reduce the use of RS. However, she is not sure if recovery-oriented care ever
got fully implemented in the facility, nor does she recall getting any assistance from any state or
federal agency in her facility’s efforts to reduce RS use. She uses the phrase buzz words to
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denote the policy recommendations and guidelines. RS prevention practice messages come to
Shawna in the form of buzz words.
Yeah, there was always, um – I mean, that was always the goal. [RS] Reduction and
elimination–were always the goal and the buzz words. But a few things do come to mind.
Um, naturally, any – as an inpatient facility administrator, I needed, um, suggestions or
recommendations, we, uh, tried to abide by. And I do think that including a recoveryoriented person in some way if possible in the training of staff, somebody who may have
even experienced restraint or seclusion was, uh, a good recommendation that comes to
my mind. Don’t know that we fully implemented that, but we tried to use, I believe,
people’s experiences in part of our training. I’m not remembering that we got help [the
Department of Mental Health (state level) or federal level agencies] from those levels.
It’s been a few years since I’ve been out of that role. Um, but usually the guidelines that
we were driven by would be Joint Commission or CMS. Now, CMS, of course, would be
regulatory and government related. (Shawna)
Shawna believes that the message she receives is driven by the guidelines of TJC and
CMS, yet she does not remember getting any assistance from the state or federal level agencies.
The message of RS prevention comes, according to Shawna, directly by way of federal
regulations and guidelines. Both Shawna and Wilhelmina understand about one-half of the
message in relation to RS prevention practice. Translating some of the message does not seem
adequate to make the institutional cultural changes identified as pivotal to eliminate RS use in
psychiatric inpatient units and facilities. Shawna mentions recovery-oriented care as a way to
include the hospitalized persons’ perspective in RS prevention practice, even then, she does not
express a comprehensive understanding of recovery-oriented principles. Shawna follows the
letter of the law, but does not show the capacity to relay the entire message of RS prevention
practice to her staff, although the goal of RS reduction and elimination is always being
communicated. This message relay is short circuited.
Rationales for preventing RS use are not made clear at this level. Without the cultural and
economic capital required to accurately translate the entire message, including the paradigmatic
transformations in RS prevention ideology, the message that reaches and is heard at the practice
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level is (mis)managed. Depending on the amount of cultural or economic capital possessed in
the field of power, individuals are motivated proportionately by either intellectual or business
pursuits (Bourdieu, 1998). There are few available resources to prevent RS use because it’s
integrated with the business of mental health care. For this kind of mental health care business to
continue, state-of-the-art seclusion rooms and model pharmaceuticals are required. Profits will
continue to be made from this business, while psychiatric healthcare workers do their best under
very difficult and challenging economic circumstances. These psychiatric healthcare workers do
not have all the information that they require in order to prevent RS use. However, they do have
the parlance of the business, which gives them a one-up on the patients. Patients’ have only their
own experience which gets translated through the business paradigm into something that is
misrecognized. Here, partial understanding is the principal barrier to full understanding
(Bourdieu, 1991). Ambiguity persists while the industry (mis)manages the message contained in
the federal policy. The state agencies are oddly silent when it comes to regulation, and they are
misaligned with the Federal agencies on the matter of RS use because of the business modeling
of mental health care in acute facilities.
Macro
It’s a Change of Heart. The macro level message is constructed by federal policy
makers: It’s a change of heart. The macro level or field represents the struggles and interests of
authorities competing for the power to impose their ideology, and to ensure the permanence of its
value (Bourdieu, 1991). This policy-making, bureaucratic field has an interest in the common
good, based on the rule of law and service to the public. The bureaucratic philosophical or
ideological message in relation to RS prevention practice is here called “It’s a change of heart.”
This ideology is the universalization of a particular interest from which there are profits
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(Bourdieu, 1998). The more advanced the process of institutionalization of capital is, the more
“the winning of hearts and minds” can be linked to such a cause (Bourdieu, 1991, p. 197). Those
with material and symbolic interest in the cause are reciprocally rewarded with increased
institutional investment. The economics at the macro level are concealed, and replaced by a
universal, general message from the heart and soul. This economic question posed to Glenda, a
federal agency administrator, catches her by surprise.
Question: Do you see anything in psychiatric treatment changes related to Medicaid
and Medicare reimbursements, with health care reform looming, that could that be a
leverage point?
You know what, I really haven’t thought about it. I mean to me it’s the heart and soul of
the issue rather than the money. I think it’s really about creating non-violent
environments for people. I mean I don’t think health care reform has anything to do with
it. I mean it doesn’t really cost any extra money. It’s a cultural and attitudinal shift, it’s a
change of heart. It doesn’t cost anything. It’s a culture. What we do is free, there is no
dollar sign attached. (Glenda)
Others see a need for monetary investment for RS prevention practice to be successfully
implemented. The message is paradoxical. Preventing psychiatric RS use is free because it’s an
aspect of culture, but in order for people to be successful at preventing RS use, money needs to
be appropriated.
Well, first of all, I will say that in this particular issue [RS prevention] I would have to
say that the State-run, public mental health system is way far ahead of the private. Um,
and that’s primarily due to – to SAMHSA, …, and the fact that they were able to give us
several million dollars to do this kind of training, at least in our State hospital system.
(Hilda)
Each field or social universe is a space of active and possible forces struggling to
maintain, or transform the established order. Those in the macro level field tacitly agree with the
value of what is at stake in the field; these participants do have an interest in the outcome
(Bourdieu &Wacquant, 1992). The apparent unity of the field is paradoxically the result of
conflict and competition. To be good at playing for the stakes of the field, one has to anticipate
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where the profits will be made in the future, not where they are created in the moment. Opposing
forces in the field seek to position themselves in order to impose the hierarchical message which
best represents their conceptions and strategies. The amount of capital determines the amount of
power over the field. The distribution of power forms the structures of the field.
The strategies of agents depends on their position in the field, that is, in the distribution
of the specific capital, and on the perception that they have of the field depending on the
point of view they take on the field as a view taken from a point in the field. (Bourdieu &
Wacquant, 1992, p. 101)
Strategies are put together and formed based on the power structure of the field. and where one’s
vantage point is within that hierarchy. Everyone has a point of view on RS use and prevention
depending on their position in the field, and where the profits are perceived to be.
Hilda, a state level administrator , thinks that state-run, public mental health systems do a
better job with RS prevention than the private systems. This is due, in part, to receiving federal
money for education. Glenda, a federal administrator, does not see a dollar sign attached to RS
prevention. Hilda says that the private hospitals do not think the state regulators have any
business in their business.
But with the U.S. Department of Justice [USDOJ] here, the USDOJ has created an entre
for the – my state department to become much more over the private – free standing
private hospitals because they are used to serving Medicaid clients. And as far as the
USDOJ is concerned, Medicaid clients mean state public clients, which means they are
our clients, which means I can regulate them. That’s never been done in (State 5) and
we’re – it’s going to be real interesting ‘cause there’s going to be a lot of political
pushback. Because as far as private hospitals here, they don’t think we have any business
in their business. So it’s going to be interesting. But with the USDOJ kind of quietly in
the background and the fact that – that the – these private hospitals are living on
Medicaid clients –I’m going to try – I’m going to try and do it. We’re going to fix our
regulations this next year. Once you have the regulations, it doesn’t matter – if you don’t
have an enforcement group, then, yeah, – nothing happens. But we do. We have a whole
– we have a department of performance improvement and licensing. (Hilda)
Hilda thinks that court cases will further determine RS prevention policy because high level
leaders won’t be persuaded to take a stand.
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What’s happening on the ground level is that we are developing usual and customary
approaches for people that are in conflict or who are getting – who are escalating. And
that – that usual and customary care is changing from seclusion and restraint to the things
I’m talking about de-escalation, negotiation, environments of care that are traumainformed – um, teaching staff a lot – many new skills, making sure that the point of
conflict isn’t just a war of wills-And what’s happening is that every single time there’s a
lawsuit and a staff member is charged with manslaughter or homicide because of a death
that occurred in seclusion and restraint or even just embarrassment and injury, which a
case was just won in California by a person that was restrained to a bed with – in a
gurney in the middle of an ER, and so that is actually what’s probably going to be the
quieter, softer, and slower driver that changes the practice of seclusion and restraint
because – we can’t get our high level leaders to do it. (Hilda)
The habitus incorporates the structures of the field as a social body. The field structures
the perception of the field and the actions taken in the field. When the embodied structures and
the objective structures are in agreement, perception is based on these perceived structures,
and everyday practice norms are just taken for granted as usual and customary realities. This
becomes a natural part of the business. To safely rupture this relation requires schemes and
strategies that people can understand (Bourdieu, 1998). Marlon describes an environment that
changed so quickly that no one knew what to do.
I – I, personally, think there was some management – some of the – I mean, we changed
a lot of rules very quickly, we changed a lot of – we took away a lot of consequences. I
think we were trying to prevent the state – we were trying to scrub ourselves completely
clean – versus – so that the state would have no – not even any room to say, “You’re
wrong.” There’s no need to question what we were doing. Um, and I think that was – I
don’t know where the line was or where the state would have allowed the line to have
been – but I think we definitely swung the pendulum – if we’d been, say, too far on one
side of the pendulum before and the state said, “Get back to the middle,” we went past
the middle for sure. Uh, and then nobody knew what to do. Nobody knew how to, uh,
give kids the appropriate structure. ‘Cause we – we – we believed that structure
prevented restraints. So we got run over. I think it was a perfect storm, too. (Marlon)
Hilda believes RS use was never really about the patient. She identifies the structures in
the environment, and the actions of the psychiatric healthcare worker as the controllable
variables.
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These policy-related factors are not being communicated very well, even though this is
how RS prevention happens. Bertha and Shawna return to a change of heart, while Jack struggles
with maintaining a positive attitude.
It’s a triangle of colluding factors, and they change all the time. And we can control two
of them: We can control the environment, and we control the staff. And if you do that, if
you control your environment and your staff, you will see a huge reduction in seclusion
and restraint because it was never about the client in the first place. (Hilda)
I wish I knew more about improvements we need to make. The staff they [patients]
recognize on their surveys are always the staff they felt respected them and had their best
interest at heart, that’s always that staff, and they make those comments in their own way.
It’s not the people who are like pushers...it’s the people who are calm with them and
good listeners and patient. (Bertha)
Well, you know, I – you know, to me, psych nursing is all about the most basic stuff. It’s
about the therapeutic relationship. That’s the heart and soul of it, … always believe them
[patients]. I think that’s why I like it. (Shawna)
The reality of the field is it’s – I think it’s a great representation of – of how life is for
most people really is. It’s dim and dark and gruesome, and it takes a lot of work. And the
light at the end of the tunnel at times seems to be constantly running away from us, but
we persist and we keep a positive attitude and we will find it. (Jack)
Persisting with a change of heart to prevent psychiatric RS takes work, and a positive
attitude on all levels. However, the nature of the business at the macro level is replaced by the
philosophical and altruistic ideologies that separate the real human and material costs, and
consequences of RS use from the economic, cultural, and social capital needed to truly invest in
RS prevention practice for all psychiatric healthcare workers. There is a disconnect at the macro
level from the appropriation of necessary resources, and the action required to sustain nonviolent cultures of care.
The message of RS prevention at the macro level is about a change of heart, while the
message received by psychiatric healthcare workers is about the business. Somewhere between
the macro level and the micro level, in the meso level, the message becomes about the nature of
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business. There must be a change of heart among psychiatric healthcare workers to implement
RS prevention practice with fidelity. Some amount of an individual change of heart is vital to
change practice. Although, this change is not free, and requires an investment of time and money
from high level governmental and business leaders to succeed. This involves changing the ways
in which business has always been done on inpatient psychiatric units. The prevention of RS use
on inpatient psychiatric units must be perceived as an added value, not just a change of heart.
Creating strategies that require the mental health care industry to embrace this change is critical
to attaining the goal of psychiatric RS elimination. This entails the enforcement of fiscal, rather
than philosophical consequences.
Implications
The implications of this GTM study relate to the micro, meso, and macro level
analyses. These implications will be outlined beginning with the level of practice, with
more specific implications for practice, policy, research and education to follow.
Micro
At the practice level, psychiatric healthcare workers are not always prepared to prevent RS
due to multiple barriers including a lack of resources, time, space and education, and (mis)
managed policy implementation. These environments of care are poorly designed, and few
strategies for improvement are given as plausible. The following looks at possible solutions to
these practice level barriers.
Crafting policy and procedure. Involving psychiatric healthcare workers in the crafting of
RS prevention policy is a low-cost, high impact intervention that has the potential to increase
both patient satisfaction with psychiatric care, and staff members’ satisfaction with their joblives. Opportunities for nurses and mental health counselors and other direct care staff, and
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hospitalized persons, to offer suggestions and to work collaboratively on quality improvement
projects to prevent RS use would have far reaching consequences for patients and nursing staff.
By engaging direct care workers in creative projects, organizations invite budgetary savings
related to the use of RS, worker’s compensation, liability and staff turnover. Investing in this
simple intervention makes sense, while raising the consciousness of psychiatric healthcare
workers by helping them to reorganize their practice priorities to align more closely with the RS
prevention agenda, rather than with the objective finality and economic fatalism invoked by the
business model.
Psychiatric healthcare workers sometimes know what to do to prevent RS, but are
constrained by their work environments. Involving psychiatric healthcare workers in prevention
policy-making could allow for the type of creative problem-solving and practical decisionmaking that is identified as contributing to a change of heart. Providing opportunities for
psychiatric healthcare workers to engage in the processes of change is empowering. It is
expected that if involved and empowered to participate in policy and procedure-making, they
will feel more valued, and hence value patients more. Contributing to improvements in patient
satisfaction can improve job satisfaction, which might decrease workplace violence that is
endemic. This is hard work. Not everyone who seeks employment in a psychiatric facility may
be suited for it. Screening of applicants by APRNs, beyond “background checks” and drug
screens, through substantive peer interviewing, and possibly testing for personality
characteristics might help new workers be aware of their weaknesses when dealing with conflict.
Workforce issues also relate to the meso level where the message of RS prevention practice
is managed. Although psychiatric healthcare workers are trained in de-escalating, this is not
enough to completely change the invisible structures of psychiatric care. Often, the messages
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received from the message managers are misguided, and based on misinformation. Psychiatric
healthcare workers require more extensive training and re-training specifically directed to
understand what de-escalating, distracting, redirecting, staying calm, and self-regulating actually
mean, and have role plays to demonstrate that they have these skills and that in using these skills,
everyone is on the same page, about what they refer to action-wise, to truly develop the capacity
and skill level to prevent RS use.
Trauma-informed care. Trauma-informed care involves a reorganization of ideology, a
paradigmatic shift in thinking that can only occur by changing the structures of care and caring,
both visible and invisible. This involves translating the message that RS use is traumatizing to
both patients and psychiatric healthcare staff, including understanding the roles that violence
and victimization play in the lives of psychiatrically hospitalized persons. This challenges the
business as usual model of psychiatric care by transforming the power dynamics among staff and
patients into a more collaborative model of cooperation, rather than forced compliance. Traumainformed care includes the psychiatric healthcare workers in the equation by helping them
examine their own vicarious traumas related to violence on inpatient units.
Psychiatric healthcare workers are traumatized, just by the nature of the business.
Beginning with basic self-knowledge and awareness, led by trauma-informed nurse experts,
front-line staff can be encouraged and supported to use self-knowledge about their own, and their
significant others’ traumatic experiences and losses to empathize with the powerlessness and
pain that the patient suffers from coercion, RS, and the aftermath in damaging the caregiverpatient relationship. It’s a change of heart: a paradigm shift. That is good for business in the
sense that it takes into account the heavy toll the status quo is exacting monetarily and in human
and institutional costs related to RS use. To truly translate trauma-informed care into policy,
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psychiatric healthcare workers need supervision and clinical managers, such as APRNs, who can
assist and mediate on behalf of these front-line workers who are constantly under fire. The
message needs to be clear and simple, so that is becomes difficult to mismanage. The concept of
the patient as enigmatic, potentially violent, and unable to be reached when in an agitated state
could be transformed by identifying these states of mind and behavior as vulnerabilities that can
be managed; not forces that must be met in return with force.
Preventing psychiatric RS is more than a change of heart. It is a change of direction. It is
an interruption in the care-as-usual stream of action: a wake-up call. Environments of care need
to emulate the standards of care established in the research literature. Policy-making needs to be
done using a top down, as well as bottom up approach to level the playing field. Further, the
definitions of RS need to be made uniform, and tracked more efficiently across all levels of a
care, and in all types of facilities by knowledgeable outsiders to these systems who can provide
analysis and enforcement. The economic equation calculating these realities associated with
continued use of RS, as well as the potential savings as these practices are discontinued, should
be made readily available and published for public access. Regulatory measures that concretely
track psychological support of staff, and ready resources for preventing RS use, as well as low to
no RS use should be a condition for a facility’s receiving Medicare and Medicaid monies.
Nursing’s specific mandate. There are clear and purposeful actions that the profession of
nursing is well situated to carry out, in relation to the business of preventing RS use. First,
the information and research forming the growing evidence base that RS use is dangerous and
ineffective needs to be compiled and widely disseminated through education, and applied in
practice. Second, research is needed to develop a body of alternative intervention strategies.
Third, nursing and other disciplines have a duty to join together and support scholarship that
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reinforces the ethical argument against the business model of mental health care that supports the
continued use of RS as a valid treatment intervention.
The development of practice theory must expand to explain how RS prevention works in
clinical situations as well as how this translates into just and sound policy, including all
stakeholders in the process. Theoretical implications, drawing on the connections among all
sources of lateral and horizontal violence among healthcare workers, nurses, and other
professionals, unexamined health disparities, and us and them attitudes between healthcare
workers and patients, also need to be investigated. Pathways need to be determined in
quantitative studies as to how one factor leads to another. Experiential factors can be explored
phenomenologically. Milieus of various types can be compared ethnographically to see what
structures and layouts are most conducive to no RS use. All sources of violence need to be
examined holistically, within the context of the psychiatric milieu, rather than from within
a conceptual silo that focuses on the individual. Just as the goal to decrease medication errors has
evolved into the goal of zero medication error, so must we move from having fewer RS incidents
to zero RS.
Although RS prevention is an inter-professional phenomenon, nurses are the logical
change agents because of their constancy in the psychiatric care environments, their influence
with institutions, their positions of power on units, and in the chain of command in facilities.
Nurses are also key high-level players in accreditation processes of facilities and programs.
Nurses should be integrally involved in the design of psychiatric care environments, in terms of
physical design, as well as cultural foundations of care processes. Nurses employed in the private
business sector need to take a more proactive stance for setting policies not only about RS
prevention, but also about the culturally stigmatizing definitions of mental illness and the
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message of “dangerousness” embedded in these milieu. Nurses need to be more accountable and
invested in developing the leadership skills required to move this agenda forward. Therefore,
evaluative criteria should include progress on this issue within their spheres of influence. They
might also track these incidents by type, cause and environmental factors such as staffing ratios.
Nurses have an opportunity to compete for service grants that can fund nurse-led model
programs of RS prevention, based on a redefinition of mental health problems as traumatically
perpetuated by systems of care, and not only as a product of genetics and dynamisms located in,
and attributed to, individual patients. Professional nursing groups such as the American Nurses
Association and American Academy of Nursing need to join the American Psychiatric Nurses
Association and International Society of Psychiatric-Mental Health Nurses to actively promote a
different curriculum for preparing psychiatric-mental health practitioners in schools of nursing,
as well as reinforcing trauma-informed, respect-driven, and safety ensuring care through
continuing education offerings for those in the field. In order to change the business of mental
health care on psychiatric units, nurses must become far more politically savvy, and be willing to
take a stand for patients who do not always have a voice.
Psychiatric nursing curricula needs to clearly identify RS as non-therapeutic and
unsupported by citing the research, using an evidence-based model. Staff members working on
psychiatric healthcare workers should be provided with an extended mentoring period to learn
how to prevent the use of RS, rather than focusing on learning how to do RS interventions.
Supporting a return to the professional roots of psychiatric mental health nursing, focusing on
establishing therapeutic relationships is a starting point to sustain non-violent cultures of care.
Utilizing APRNs on the milieu as clinical care coordinators, and educators could provide direct
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care staff with the resources, and information that they need to prevent RS use during
challenging moments. Nursing research could explore what psychiatric healthcare workers and
patients think needs to change in their environments of care, for RS prevention practice to be
successful, with an emphasis on both the physical and ideological dimensions. A participatory
research project utilizing focus groups to identify priorities, and a strategic plan would be a
logical next step to move RS prevention practice out of the “Dark Ages” and into the light of
day.
Meso
Nursing researchers and educators are well suited to partner with organizations such as
the National Alliance for the Mentally Ill and the Child Welfare League of America, who have a
desire to take a look at the way we have been doing business, and to create an atmosphere of
care that is experienced as healing and positive, embodying principles of recovery-oriented,
trauma-informed paradigms. Leaders in psychiatric healthcare organizations can be educated as
to how the message of scarce economic resources is translated into poorly implemented RS
prevention policy. Leadership development on all levels is crucial to fully implement RS
elimination policy with fidelity. Organizations that empower front-line caregivers to think
critically and creatively, and to participate in changing status quo culture, will be better suited to
eliminate RS practice.
One suggestion is for organizations to stop using RS and see what happens, managing the
change carefully to document the problems that arise, so that alternative interventions can be
be developed. The use of voluntary medication to assist with keeping an agitated patient calm
and better able to communicate, needs to be more clearly understood and included as an
alternative intervention that can help prevent RS. Teaching nurses how to read the signs of
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escalation and to respond in a timely manner using medications is a less restrictive intervention.
Translating the message of RS elimination does not mean substituting one form of
coercion or restraint for another. Translation means restructuring the messages that front-line
caregivers receive in relation to interacting with persons hospitalized on psychiatric units. This
includes collaborating with patients, and incorporating psychiatric advanced care directives in
treatment planning. Private organizations must have a desire to take a strong look at the way they
have been doing their business, and to be open to other stakeholders also having an interest in
their business. If the message of RS prevention and elimination is going to be translated with
fidelity, organizations must commit to changing the ways they have been doing business. Using
APRNs as knowledge brokers and mediators between direct care workers and hospitalized
persons could help organizational leaders change the cultural belief that RS elimination is not
possible.
Macro
On the federal policy level, there has been an attempt to appropriate funds to change the
status quo culture of coercion and containment. Nearly every state has received funding from
SAMHSA to assist them with implementing RS prevention and elimination policy. However,
this assistance has not been enough to change the business culture that psychiatric healthcare
workers claim creates the limitations and barriers that they experience while caring for
psychiatrically hospitalized persons. Although individual attributes can be identified, the systems
caring for hospitalized persons are perpetrating their own forms of violence against caregivers.
By not supplying the needed information and resources, these staff members are being exposed
to needless violence, and they believe it is simply part of the job. While CMS regulates the
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performance of RS interventions, the reality remains that RS use always poses a threat to all
persons involved.
Restraint and seclusion continue to be legitimate and legal interventions for controlling
persons receiving care in psychiatric facilities. Re-examining the way the business of RS use is
performed should be an on-going national priority to ensure that organizations are providing
their workers with the resources that they need in order to prevent RS use, and that these
resources are being distributed equally. Enforcement mechanisms need to be in place. Only in
this way can a legitimate change of heart occur for all stakeholders involved.
Conclusion
By examining the phenomenon of RS through the socially comprehensive critical
lens of Bourdieu (1977), and using the social constructionist GTM of Charmaz (2006), I have
generated an interactive, multi-category theory operating at the levels of micro, meso, and macro
practice, administration, and policy. The theory is made up of three interrelated components
generated by in vivo quotes of participants, and various ideological positions taken by key
players with varying degrees of power, from direct front-line staff members to managers, to
policy makers, including those representing the federal government. This investigation included
an analysis of the forms of capital available to participants to prevent RS use on inpatient
psychiatric units. The results demonstrate that RS use is a persistent, though discredited, set of
practices that is poorly regulated through paradoxical, (mis)managed messages from above: That
RS use should be eliminated, that RS use should be reduced, that there are correct and incorrect
ways to use RS, and that failure to control dangerous patients, or to do so using RS incorrectly,
or not in time, may result in sanctions against the direct care providers.
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These providers experience fear on many levels including the fear of injury, criticism,
and loss of employment. As inadequate staff ratios, pressurized spaces and scant resources,
training and education show, there is a bottom line related to costs and profits that structures the
business-oriented operation of inpatient mental health programs and facilities. A change of
culture, a radical change of heart, based largely on trauma-informed care would relieve stress on
the system, and elimination of RS would become increasingly possible. Restraint and seclusion
prevention should be looked at as a future profit for the field. It does not appear, from the
standpoint of this study that this will happen anytime soon, unless the economic power needed
for a change of heart is applied. For these participants, the nature of the business represents the
mis-managed messages between the natural state of business, and the natural change of heart.
The worth of this study is thus apparent: That prevention of RS encompasses historicized
philosophical conflicts and diverse interpretations of the goals and value of psychiatric care, and
involves the structural organization of care (trauma-informed as opposed to control of dangerous
individuals) and the amount of material support and commitment coming from the top, where a
change of heart is promoted as the hopeful future. But for now, this is the nature of the business
we are in.
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Appendix B
Interview Guide
1. Explain purpose of the study and obtain informed consent. Let participant know that they can
stop interview at any time if feeling distressed, discourage the use of any identifiers such as
names, hospitals, or places during the interview. Let participant know they have the option of
helping to validate results- researcher will give out contact information. Check recording
device.
2. Individual Semi-structured questions: Tell me about time when you saw a patient who could
have been potentially restrained or secluded on the unit, what did staff do to prevent it?
3. Follow up: Do you have the resources to prevent restraint and seclusion (RS)? Are you aware
of any policies regulating the use of RS? Other follow up questions are: What is your
understanding of the things that work or don’t work when trying to prevent RS? What helps?
What doesn’t help?
4. Policy maker/administrator interview questions: How do you think psychiatric healthcare
workers prevent RS? What do you think the role policy plays in RS prevention? What works
or doesn’t work? What are the facilitators and barriers to crafting and implementing
prevention policies?
5. Interview time will be approximately 1 hour. The last question: Can you think of anything else
you would like to share? Fill out demographic information sheet and Life Events Checklist.
6. Wrap up interview on a positive note, check in with participant regarding level of distress,
thank participant for volunteering and give out $20 gift card.
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Appendix C
INFORMED CONSENT STATEMENT
How Do Psychiatric Healthcare Workers Prevent the use of
Restraint and Seclusion?
INTRODUCTION
You have been identified as a possible participant in a study looking at psychiatric healthcare
workers to better understand the processes involved in preventing, reducing and eliminating
restraint and seclusion in the population of psychiatrically hospitalized adults in need of acute
care; to develop a substantive theory for future public health intervention research.
INFORMATION ABOUT PARTICIPANTS' INVOLVEMENT IN THE STUDY
To participate in this research study, an investigator will ask you questions related to processes in
the prevention, reduction and elimination of restraint and seclusion with psychiatrically
hospitalized adults. You will also fill out a form with unidentifiable demographic information on
it. Interviews will be recorded and last approximately one hour. You will have the option of
contacting the researcher to help validate analyzed data at a future date. No identifiers will be
attached to transcribed data and recordings will be destroyed following dissertation defense.
Your participation in this research is completely voluntary and you may withdraw at any time,
even after beginning the interview. A ten dollar gift card will be given to you following the
interview.
RISKS
The principal investigator will refer you to a mental health counselor if emotional issues arise
from participating in this research project. No names, places, or facilities will be identified.
BENEFITS
Risks to you are minimal. There are no direct benefits to you from participating in this research
project.
________ Participant's initials
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CONFIDENTIALITY
Confidentiality will be maintained. There will be no identifiers left on the data. Following
transcription, all audio recordings will be destroyed. The transcribed interviews will be
numbered. Access to the data will be limited to the researcher, dissertation committee, team
members, and IRB. Data files will be password protected on principal investigator’s computer
and transcripts will remained locked in researchers’s file cabinet. Transcribed interviews will be
analyzed in groups. The primary investigator will maintain possession of all data. Files will be
stored on a private computer belonging to the primary investigator.
EMERGENCY MEDICAL TREATMENT
The University of Tennessee does not "automatically" reimburse subjects for medical claims or
other compensation. If physical injury is suffered in the course of research, or for more
information, please notify the investigator in charge.
Kelly Carlson (865) 974-4151
CONTACT INFORMATION
If you have questions at any time about the study or the procedures, (or you experience adverse
effects as a result of participating in this study,) you may contact the researcher, Kelly Carlson
(865)974-4151. If you have questions about your rights as a participant, contact the Office of
Research Compliance Officer at (865) 974-3466.
PARTICIPATION
Your participation in this study is voluntary; you may decline to participate without penalty. If
you decide to participate, you may withdraw from the study at anytime without penalty and
without loss of benefits to which you are otherwise entitled. If you withdraw from the study
before data analysis is complete, your data will be returned to you or destroyed.
CONSENT
I have read the above information. I have received a copy of this form. I agree to participate in
this study.

Participant's signature ______________________________ Date _________
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Appendix D
Information Sheet
How do psychiatric healthcare workers prevent the use of restraint and seclusion?
You are being invited to take part in a research study. Before you decide whether or not to take
part, it is important for you to understand why the research is being done and what it will
involve. Please take time to read the following information carefully.

Purpose:
The purpose of the study is to better understand the processes psychiatric care workers engage in
to prevent restraint and seclusion, and the interventions that work or don’t work. This qualitative
research will take about one year to complete.
Participation:
You have been asked to participate because you have worked on an adult inpatient psychiatric
unit in the south eastern U.S. in the past 5 years. A total of about 21 participants will be
interviewed. Interviews will take approximately 1 hour and will be audio recorded. Transcribed
interviews will be analysed.
There are no direct benefits to participating but if you decide to participate you will receive a
$20.00 gift card. The risks are related to discussing the topic of RS.
It is up to you to decide whether or not to take part. If you do decide to take part you will be
given this information sheet to keep and be asked to sign a consent form. If you decide to take
part you are still free to withdraw at any time and without giving a reason.
Confidentiality:
All information collected about the individuals and organizations will be kept strictly
confidential. Data generated by the study must be retained and be kept securely in paper or
electronic form for a period of up to 3 years after the completion of the dissertation.
The IRB at the University of Tennessee, Knoxville has approved this research.
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Study Information: Demographics
Please do not write your name on this form. It will be filed with interview data with all
identifiers removed. Interview data and this form will be linked using the same number. The
information will allow us to provide an accurate description of the sample.
For the following items, please select the one response that is most descriptive of you or fill in
the blank as appropriate.

1. Gender: female

male

2. Age: _____

3. Ethnicity:
Asian or Pacific Islander

Asian Indian

Black/African American (non-Hispanic)
Native American

Latino/Hispanic

Caucasian/White
Puerto Rican

More than one race (specify): ______________________

4. Years of psychiatric experience _________________
5. Profession: Mental Health Counselor
6. Level of Education: High School

Nurse

Psychiatrist

Psychologist

Associates Degree Bachelors Degree

Masters Degree

PhD

MD
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Appendix F
Life Events Checklist
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Appendix G
Research Team Member’s Pledge of Confidentiality

How Do Psychiatric Healthcare Workers Prevent the Use of Restraint and Seclusion?

As a member of this research team, I understand that I will be reading transcripts of confidential
interviews. The information in these transcripts has been revealed by research participants who
participated in this project on good faith that their interviews would remain strictly confidential. I
understand that I have a responsibility to honor this confidentially agreement. I hereby agree not
to share any information in these transcripts with anyone except the primary researcher of this
project, her doctoral chair, or other members of this research team. Any violation of this
agreement would constitute a serious breach of ethical standards, and I pledge not to do so.

_____________________________
Research Team Member

________________
Date
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Appendix H
Confidentiality Agreement of Transcriptionist
How Do Psychiatric Healthcare Workers Prevent the Use of Restraint and Seclusion?

I understand that the material I am transcribing from interviews must be held in complete
confidence. This means that no words, phrases, or other segments of the material can be
discussed with anyone. All names of places, such institutions or hospitals, will be replaced with
pseudonyms.

Signature_________________________
Date_______________
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Appendix I
Flyer
How Do Psychiatric Healthcare Workers Prevent the Use of Restraint and Seclusion?

I am conducting a research study looking at how psychiatric healthcare workers prevent
the use of restraint and seclusion on acute, adult inpatient psychiatric units; and the role that
restraint and seclusion policies play in their prevention. The purpose of the study is to better
understand the processes psychiatric care workers engage in to prevent restraint and seclusion,
and the interventions that work or don’t work. I am looking for about twenty-five participants
(mental health counselors/techs/aides, nurses, nurse practitioners, psychiatrists, psychologists,
social workers, case managers, or administrators) who have worked on an acute, adult, inpatient
psychiatric unit within the past 5 years in the states of FL, GA, AR, NC, AL, LA, MS, VA, TN,
KY, SC, or WV.
Interviews will be conducted, lasting about 1 hour, including filling out 2 short forms:
one to record the characteristics of the sample and the other to check off a list of life events.
Participants will receive a $20.00 gift card to partially compensate for time. Interviews are
confidential and can be arranged to take place at a time and private location of the participants
choosing. If interested in participating, please contact the principal investigator.
CONTACT INFORMATION:
Kelly Carlson, Ph.D.(c)
University of Tennessee
College of Nursing
1200 Volunteer Blvd.
Knoxville, TN 37996
(508)735-1292
kcarlso3@utk.edu
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Table 3. Research Question 1

Participant How do you prevent restraint and seclusion?
Baxter

Bertha

Brenda

Well, it’s certainly the active listening, trying to connect with that person. Um, and –
and reading their body language, reading their tone as well, to know what’s going on
with them, what brought about that kind of state that got them into an aggressive
place. And also, just isolating them from the stimuli, um, trying to clear out a room
to kind of get them away from – from other folks. And – and just being a calm
presence, I – I think that’s the main thing, the use of self rather than any sort of
techniques; it’s the main thing, being in a good place yourself, um, knowing that you can
use your – not only your words but just the calmness of your presence that helps
somebody else that they’ll say is a big factor. And, um – and, um, one term that I heard
years ago I really like is trying to find a graceful way out of a difficult situation,
trying to help somebody see that they don’t have to follow through with the aggressive
side, there are other alternatives for them. And if they can’t think of them themselves,
you know, we do that on their behalf, give them some choices that prompt them to
do some of those things.
Try and pick, and just trying to be self-aware and calm myself down, try and get myself
in a good state of being where I can interact with that other person, because if I’m
frustrated and angry, I’m probably going to cycle along with that person.
Uh-huh. Well, with the patient, um, it’s certainly active listening or just hearing where
they are. Maybe asking a good “what” question in what happened. Uh, I always go back
to (Person) and report because traumatized people always feel that somebody has
done something or … done something to them.
They usually remove other patients from the area, try to get them out of the way, um,
they try to, they try distraction. Whatever they are fixated on, they try to distract them
from whatever it is they are upset about. Um, they are sometimes quiet and give them
space, um if they are yelling, just give them space to get it out and honestly I can tell
you, a lot of times they don’t know what to expect because the patient is so
unpredictable. So they are basically trying to give themselves more time until, you
know, more support can come or basically give them time and space.
The first-depending upon how the patient is behaving, the first thing I try to do is to try
to determine what the problem is, what kind of issue the patient is having, if there’s
something that I can do to help. Are they in pain? Um, if it’s on a – if it’s a –
somebody with dementia, do they have to go to the bathroom?
Are they having some kind of needs that we can actually address? Does that make sense?
Um, and then if – if nothing can be determined, if it’s a true psychiatric issue, um, then
sometimes you have to resort back to the medication, which is technically a chemical
– I guess, a chemical restraint.

324
Table 3. Continued

Participant How do you prevent restraint and seclusion?
Cassandra

Elena

Glenda

Um, you did your typical, you know, de-escalation strategies, you know, starting with,
uh, verbalizing, try to communicate with them, um, try to distract them. In our unit,
because they were so acute, these patients typically came through the ER or from
nursing home recommendations, they were behaviorally really acute level patients.
They would try to de-escalate the patient depending on what the, um, escalation point
was, whether it be something as simple as wanting to smoke a cigarette or, um, wanting a
cup of coffee, you know, at certain times when it wasn’t available. A de-escalation type
thing like that, though, uh, some patients would, you know, go over the edge, um,
simple things of that nature.
Um, sometimes you, uh, isolate the incident, you know, um, the, um – you know, take the
patient out of the, uh – the setting so they don’t have an audience. Um, listen to the
patient. Act like you, um, are fully engaged in their complaint. Um, as a nurse, as
the medication nurse, I would look for possibly, um, PRN medication, see if they had
anything that would help them, um, remain calm or to help them calm down, give them
their request
Uh, I think, uh it’s a desire to really take a strong look at the ways they’ve been doing business... I
mean you know, it makes you think of everything...you know, how do you eliminate your level
systems? How do you limit...uh (pause), I mean there are so many things that go into it. Um, so I
think that...I mean people contact us and they know what we are doing, they fill out an application
and everything and tell us what they want. They know what we’re about. We discuss you know,
what we can do, what we can bring together....so they know what they are getting into.

Hilda

Jack

Um, well, because seclusion and restraint, first off, are non-evidence-based, historical
interventions that more mimic assault than they do any kind of clinical therapy. There
is no evidence for it that they have any therapeutic benefit. They generally should only
be used as safety measures of last resort in the face of imminent danger, but over the last
fifty, sixty, seventy years they’ve become way overused. They’re – they were always
fairly unregulated and have caused not only a lot of emotional trauma to both the
people being restrained and secluded but also to the staff being asked to do it. Um,
but they’ve also caused many accidents, serious injuries and a multitude of deaths.
The first thing that I always do is personal inventory, make sure that I’m okay for
the situation, because if I’m not, then – you know, then I’m gonna put the patient or
– or staff at risk of being harmed.
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Participant How do you prevent restraint and seclusion?
Janna

Mack

Um, we try to figure out what is potentially triggered in that patient, if it’s the
environment, if it’s, um, a certain staff member, if it’s a peer. Um, if possible, we try to
remove the patient from the triggering person or the triggering environment. Um, we try
to put them kind of – take them away from the milieu to reduce stimulus. Um, if
possible, we try to talk to them to try to calm them down. We, um – if we know what’s
triggering them emotionally, then we try to talk to them about that, try to get them to use
some relaxation techniques. Um, if, you know – if we know that something is soothing to
them, we try to provide them with that. Either it’s music or some sort of art or, um,
anything that they – we might know that works with them to calm them down.
Sometimes it’s just letting them pace, uh, or yell, or cry, or whatever.
My – my – my philosophy, if I were witnessing something that could potentially become
aggressive or violent, would be to de-escalate the situation. Um, I could think of two,
um, instances that come to mind readily. One instance was a patient had a Magic
Marker and was not supposed to have that in his possession outside of the day room.
And the staff were really concerned that he had this Magic Marker and, um, what I
did was told most of the staff to leave the area and took one staff with me for training
purposes so they could see what I was trying with this, um, young man and proceeded to
ask him questions relating to the marker and his goals and what he hoped to achieve. And
through a process of questions, I de-escalated the situation till he was willing to give
me the marker. Um, another instance, a fellow – man was extremely psychotic, um, very
paranoid. He thought that the local radio station was conspiring with his mother-in-law to
end his marriage, and he had actually taken a weapon to the radio station. The police were
called, and that same day when he arrived at the hospital I was doing an intake with him
and he was very, um, adamant that he was going to leave the hospital that day. And I
tried to reframe and let him know that part of the procedure to being discharged was
complete the admission paperwork. “If you complete the admission paperwork, we can
work on the discharge paperwork, but we have to do the – the minimal paperwork,” and
he, um, was not willing to cooperate with that. And at that point, um, I terminated the
interview with him and said that I’d be willing to, uh, give him time to reflect. And, of
course, that did not stop his, um, insisting that he was going to be discharged that day.
Um, if – his behavior continued to escalate until, um, it was thought that a – a PRN
agitation medication, um, would be helpful to him to keep him safe as well as the staff
and the other patients. And, um, again, I basically told him that we would like to do this
without restraining him and would he voluntarily do that, and, um, he then – I gave him
the choice of which of those two would be better for him. He chose not to be involved
in the restraint situation. He admitted he, um – he agreed to, um, have the, uh, I believe
it was Haldol, um, and Ativan administered to him.
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Participant How do you prevent restraint and seclusion?
Marlon

Um, I’ve seen a variety of things. Um, I think my first response now is to always just
try to step in and meet the person where they’re at and try to truly understand, try
to let them know I’m some – to the best of my ability, I’m here to help them. Uh, the
last example I saw was a young man who was upset. He’d had the – he’d had the level
suspended. I – I didn’t do it, so I just stepped in and said, “Hey, let me help. So why
don’t you calm down. It’s going to look better; it’s only a suspension versus being
revoked.” Or, hey, we try – try to talk with the person to get a better understanding,
“Tell me your side of the story.”
At times, you can use – you know, we use benign ignoring to some degree. We say,
Hey, you’re not in a position to talk. Calm down. Do what you need to do to calm down.
It’s safe. And, uh, we try to ignore anything that wasn’t safe …

Martha

Well, um, first, I try to go and talk to the patient and see what’s going on, see what
their needs are, um, maybe if something’s bothering them, or just try to talk to them
and listen. Um, if the patient started to get aggressive, we have an alarm that we can
hit for the – for staff to come.
Okay. Well, the – the first question is, ah, what is the cause of the condition, what is
the diagnosis? That – that’s probably one of the most helpful aspects of it ‘cause it will
guide what your behavioral and drug treatment will be. So, um, for example, there are,
uh, – the major issue for seclusion and restraint, uh, in my experience, has been
aggressive, combative behavior directed toward staff – less frequently toward peers,
most frequently towards staff. And that’s the major problem.
Frequently the problem with adolescents, and with seniors it’s a problem when patients
are confused or disoriented and require some aspect of physical care-giving by the
nursing staff that they misinterpret, and so they may become aggressive and
agitated. That’s less – less common. Uh, the patients with bipolar affective disorder
are generally the most problematic cases because of the expansiveness of their mood,
and for most patients, uh, medication is the first treatment. But you can’t let yourself
get behind with medicine. That is, once they become manic, once they become agitated
and accelerated, it’s very hard to stop it. If it’s a manic patient, you have to get
medication quickly. You use a variety of behavioral strategies with manic patients:
avoiding confrontation; using skilled, um, uh – sort of, uh, uh, establishing dialogue
with the patient, not – uh; avoiding at all costs feelings of being trapped or closed
into that kind of situation. The most difficult treatment patients, uh, although there –
and then there are schizophrenic or psychotic patients who pose, other kind of, uh,
problems. Instead of the, uh, expansive mood and, uh, paranoia, there’s primarily
paranoid thinking. And there is a percentage of patients, not many, but a
percentage which can be dangerous, violent, would be an issue for restraint and
seclusion.

Patrick
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Participant How do you prevent restraint and seclusion?
Well, the first is to understand where the aggression and – and where the
problematic behavior is coming from diagnostically. If it’s an older – if it’s a senior
patient, I understand, uh, that confusion as a role to understand how treatment of their
psychiatric condition is going to help the acute episode. Um, paranoia is a defense
mechanism. And, uh, it can be a healthy defense mechanism. So I think we have to
help, uh, respect paranoia as a defense mechanism, as a way that patients have of
expressing their fearfulness, loss of control, and you have to deal with the
psychological dimensions of that. Uh, and that is, uh, try to, um, understand what
the patient’s feeling and, um, uh – so – so I think in training the staff, that’s the
thing that you’ve got to do to – to try to put themselves somehow in the position of a
patient to understand what’s happening so that we know, you know, how to
intervene, how to not threaten, and how not to exacerbate the problem.

Rayna

Rhonda

The best, uh, intervention we had, and this was very good – and that – and – and it – it
paralleled, uh, you know, we have code teams in the hospital for when patients, you
know, have an acute medical episode. Uh, but what many have – episode – many
hospitals have adopted is a pre-code team, and that is, uh, a code team that moves – that
moves around and sees people who nurses or other people are concerned about in terms
of their medical status. So they prevent the code. And we have used – I think we’ve
used a very, uh – very useful strategy of utilizing a small team of talented nurses,
technicians, three or four people, and that they would be, uh, uh, rapidly convened
whenever there’s a patient throughout the hospital who’s having a problem.
Usually, what staff will do, we’ll, um, try to, um, separate the patient from other
patients; um, they will try to, um, talk with the patient, usually a place away from
the other patients either in their rooms or another, um, quiet room away from the
patients; or try to talk to them and have them do some deep-breathing exercises,
just try to take them out, um, of around from other patients if they are – have the
potential to become violent. Get them away from the other patients, um, and they try to
diffuse the situation by talking to the patient and having the patient use deep-breathing
skills and techniques they’ve learned in their groups as far as, um, dealing with anger
management and, um, just other coping skills that they’ve been working on while they’re
in the hospital, so –
Are they a new admission are they in need of something, are they just psychotic and,
you know, acting out. Upon new admission it’s usually checked for what medications
they’ve been given and give them now chemical restraint first. Try it first. If they’ve
been there, they have had time to. we’ve had time to do a – a better assessment of what’s
going on. A lot of times, talking to them and actually listening to what they’re
saying and – and letting them feel that they have a voice, that does a lot for deescalating a patient to get of seclusion.
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Participant How do you prevent restraint and seclusion?

Rikka

Shawna

Sheila

Wanda

And then the ones who feel the need to be put in a physical hold, you know, they –
they will act out until they actually get you to put your hands on – that’s their goal.
Uh, sometimes I haven’t found a way yet that we could talk our way out of it, but, you
know – or if they’re looking for medications in the – you know. You know how they say,
“Who do I have to hurt to get medications?” And – and so that’s – like I said, there’s
different scenarios that we abide by or we should approach differently, uh, depending on
what place they are in their treatment phase of – at our hospital.
We have a couple of different interventions. If we have the capacity, the first thing
we’ll try to do is move the patient closer to the nursing station if there’s someone that
just needs frequent reorientation or closer observation. Um, it’s – it’s – we still don’t – if
they’re not responding well to frequent reorientation and if they’re starting to get
agitated; if they’re starting to show physical signs of agitation like, you know,
tachycardia; or they’re starting to – to get, um, violent, um, if they don’t already have a
standing order for, um, something like Ativan or Haldol, we will page the physician to,
um, try to alleviate some of that anxiety with a medical intervention. Um, we also use,
um, in the case where, um (pause), safety is – is an issue in that we feel like they need
to be supervised, we’ll try to go with a one-to-one sitter. Really, the only time that we
use restraints is when we have to call – our, um, facility has onsite police officers, and
so we will call security, our special police, and they will come up. And with the
presence of security, um, if the patient is a threat to themselves or the staff, we will
then put them in restraints.
So I think it’s – the most important thing is to have a person or people who can really
engage the patient in every way, whatever that takes, to try to avoid the escalation to
a point where it gets so out of control. And, you know, that can mean a lot of things. That
can mean you’ve got to be able to tolerate a person screaming at you
To prevent it from happening...um, typically we redirect...um...talk, reason with them,
um if it’s possible with a psychotic patient. Sometimes we try to get them to take a
walk, especially the adults, you know sit down and talk it out, the problem, you know
...What’s caused you to feel upset? What’s upsetting you right now? More of a talk down
situation, that’s what I’ve seen done. I haven’t seen as much as I’d like to see
done....but...um
Usually, we’ll pull – if – if the patient is in a group, we’ll pull the person aside, we’ll get
them away from the group, and talk. But before that, we’ll usually go to the nurse,
whoever the nurse is in charge, an RN, and let them know that you see a possibility
that there could be an escalate – that we’re seeing some escalation going on.
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Participant How do you prevent restraint and seclusion?
Wilhelmina

Yolanda

Well, the staff usually try to talk with the patients first to do a lot of verbal
redirecting. Um, and then, um, here in (State C) they have what you call a CPI hold,
which is least restrictive. You’ll put them in a certain hold and maybe do that and see
if they’ll calm down versus putting them in a – in a restraint or seclusion.
Um, usually, we, and I, pay more attention to the patient’s – uh, the emotional support
or, um, medication therapy, uh, try to restrict the patient to an area that won’t upset
other patients on the unit, and, um, just support each other in that process.
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Table 4. Research Question 2

Participant

Do you have the resources to prevent restraint and seclusion?

Baxter

Um, so if – if that process is not there in the administration and the leadership of
the organizational culture, it’s much harder for it to kind of take hold in the
treatment culture of the clients.
No, definitely not. Um, I think, you know, that well lit units are better and you know
that’s not that something we have. No, I think the space that we have limits a lot of
the things that the staff can do.
…I think administration gets frustrated too, you know, dealing with a building that
really just, that needs, we need…I mean it’s just painfully obvious. I even know that
engineering gets frustrated trying to keep up. Ah, you know, it’s just the business
we’re in, that- but…umm, it takes a lot to get a new building.
(Pause) No. (Pause) No.
So the patients have nowhere to walk. If they need to walk to relieve some anxiety, all
they can do is walk up and down the hall. They have nowhere to go. And if they just
want to be by themselves, there’s really nowhere to go, unless they go into the seclusion
room. Now, sometimes people want to go in there and just sit.
Mostly – mostly staff-related. Um, just having some extra people. Um, I think it would
make a difference because then you have actually more time to actually spend with
the patient rather than having to do so many other things at once.
No. I think what you really need to prevent restraint is more manpower. And
that’s never been made available to me, uh, to any of us, I don’t think. Because,
you know – well, let’s – the small unit that I worked in which was Geri-psych, which
was sixteen beds – the other unit was fairly small, too, but it was a little bit larger.
When the hospital has a policy that you cannot staff with more than two RNs, um, and
at night, two, if you’re full, two CNAs at the most, um, and you’ve got sixteen patients,
and, you know, let’s say four of them go off and you can’t do anything on your own
and you need someone to help you, um, the staff’s just not available.
I do think that sometimes, you know, staffing plays a part in that. Um, You dreaded
the weekends ‘cause you were always, uh, a little, shorter staffed than normal. You
didn’t have the resources of a lot of, um – of your – like, for instance, your doctor for
your unit may not be on that weekend, and you might have a doctor who had no clue as
to what those patients were like in that – not no clue, but they had had no, uh, dealings
with that certain patient. Um, the – you know, the – the weekend therapist may not be
the one that’s on through the week and not know the – the trigger points of a certain
patient. So you were limited on the weekends. Sometimes holidays sucked. Um, but,
for the most part, I think we had, um, you know, enough staff to deal with things.

Bertha

Brenda

Cassandra

Elena
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Participant

Do you have the resources to prevent restraint and seclusion?

Glenda

I mean it doesn’t really cost any extra money. It’s a cultural and attitudinal shift…a
change in heart. It doesn’t cost anything. It’s a culture. What we do is free there is
no dollar sign attached to it.
Um, and that’s primarily due to – to SAMHSA, …, and the fact that they were able to
give us several million dollars to do this kind of training, at least in our State
hospital system.
…the staff were upset, so the- the patients pick up on that. And, uh, no matter how
hard they(staff) try to hide it, uh, they(patients) pick up on it, and they are a little bit
more on edge. But, you know, in my case, the layout of the building and them(staff)
not being able to see me or what was going on was- was the reason that it
happened. And it could have been lethal.
Um, we do try, especially as far as, um, having too many people in one small space.
We do try to kinda thin that out, um, on a regular basis. Sometimes that’s not possible,
um, just because of, you know, staffing issues or, you know, not enough staff or there’s
cleaning issues, like maybe the housekeeper’s cleaning one part of the unit so we have
to kind of keep everybody away if they’re like waxing the floors or something. Um,
sometimes it’s, you know, we’re having, um, a fire alarm and we have to keep
everybody in the day area. Um, so when possible, we try to avoid it, but some –
sometimes the situation calls for – we have to keep everybody in the same small
area for a time.
No. No. I mean, there’s just not enough money in mental health. Um, units are – are
maybe too big. Um, in fact, they will sometimes combine units to save on staff so
instead of having two units, one with fourteen patients and one with sixteen patients,
they might combine them on one unit to have thirty patients, and because of the way the
staff-to-patient ratio is, they would stake – they would save on that. And so for the price
of, what, you know, ten dollars an hour for twenty-four hours, between twenty and forty
dollars down, they, you know, save – save that budget. And if I am sending somebody
home, and, um, I think that – you know, all kinds of studies have shown us that you
get people together in close quarters, it tends to increase stress and increase
anxiety and lead to problems. So, yeah, it’s quite the other – money – money drives
it. There – and it wouldn’t cut back or just – that much, um, ‘cause there’s not the
overhead.
Um, and so there – there were times of that, and there were – and then we had some
situations where we just had lots and lots of restraints. We staff members kind of
always cycled through in waves. I mean, it’s just the nature of the – the business
and the economy. That’s, uh – and then units where there weren’t very many staff and
there weren’t very many … staff …

Hilda

Jack

Janna

Mack

Marlon
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Participant

Do you have the resources to prevent restraint and seclusion?

Martha

Maybe if someone came out there and, you know, saw what we have
to work with, you know, very small hallways and, you know, getting
through there and, you know, how to separate, you know, patients
from the environment with stimuli and stuff – more real-life stuff.
Um, because even with the, um, physical holds, I don’t ever really feel
like it goes down the way it was taught.
So that’s – that’s kind of like a resource. Time. Time is a resource.
Patrick

We’ve got to – we’ve got to change the culture. We’ve gotta help people
understand that, you know, um – you know, that for most people, we – we, you know,
uh, produce a better environment, you know. Uh, there – there’s no reason for that –
and – and – and, for me, I’m still troubled by the environment of inpatient
psychiatric care.
If you have more time to form the relationship – but sometimes in an acute hospital
you don’t have time, and they just – maybe they’ve been boxed around at the facility
they came from.
If there is a unit that oughta have – that oughta be aesthetically pleasing, positive,
therapeutic, it’s ours, but they’re not. They look like broken down motel rooms.
And I think it’s an inhumane form of treatment. Um, the other thing that we need to
– to have is a – and – and, you know, most of – throughout my career, most of the
seclusion rooms are inhumane, horrendous places, sometimes, you know, with –
with a camera in the corner, with no – no furniture, nothing on the walls, uh, and
a drain, and the patients often can’t use the bathroom; they don’t open the thing.
We – we have a video; maybe they watch, maybe they don’t. And I’m checking vital
signs. It’s horrible.
What I have purported and what I’ve wanted to do – this is what – this is something I
didn’t get support with but what I wished for, was to have a unit dedicated on a, say
a, psychiatric facility for a quiet room, which would be a room that a patient, say a
manic patient, uh, could go in, that the furniture could not be – you could not injure
yourself or someone else on the furniture. And you would have a light and you would
have some calmness, but, um – but there would be primarily some isolation and a way
to sort of diffuse but in a comfortable surrounding. You might even have music. You
might have, uh, other stimuli that might be supportive.
We are still in the Dark Ages in terms of most of the practices used with seclusion
and restraint. We have – we have some model drugs, but the way we use them is just,
you know, very bad.
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Participant

Do you have the resources to prevent restraint and seclusion?

Rayna

Yes, I feel like I have. I feel like we’ve had the resources to try to prevent it and try to
diffuse it before it gets to that point. Um, I feel like we have.
Um, but more in the – where I work at currently, the for-profit hospital, I think has
the resources and it usually rarely will come to seclusion or restraint there. But,
um, at the state facility that I worked at, um, I guess due to the illness of the
patients, that usually did not work as well, um, as far as trying to diffuse the
situation before it became violent, you know. It usually ended up in restraint – in
restraints or seclusion there, so –
No, not the – I think when you ask one staff to be three places at one time, that
puts a stress on the staff. They, you know, are a little less, uh – they’re a little
shorter with the patients ‘cause they just don’t have the time that they’d like to
have. I think short-staffing is – is – is a major problem, and I’m sure it is in not just
our hospital. It’s, you know, all over, you know. People are now expected to do – you
know, it used to – we used to complain because if somebody got fired, I have to do two
jobs. Well, now one person is doing three jobs, and it’s that way in the hospitals
too, not just ours, all of them.
You know, you can’t afford to fire everybody who walks, -uh, that comes in wrong.
They need more training.
I think we could always use more resources. I think the challenge, especially when
you have – I like the idea, and it’s definitely a, um, topic of interest for me to have, um,
you know, a med/surg behavioral health unit, because you – you don’t have – you
know, you don’t get sick and then all of a sudden you don’t have whatever psych
component that you have. You know, you don’t have your psych component and then
not have acute medical illness. They need to do a better job of integrating care,
there’s no question.
The challenge is, though, as I’m sure with every discipline of nursing, the staffing ratios
that the nurses have, and you’re making sure people are stable medically, to then also
have the appropriate amount of support in time to reorient and frequently intervene with
patients. Um, you know, and have the ability to have – um, pull a tech off the floor to
sit with the patient, you know, all of these things that sometimes the – the reality of the
situation is that you just don’t have the resources to put all those things in play.
Yeah, I – you know, it’s funny to hear you put it that way. Uh, in retrospect I would
say no, I never had enough resources of anything, and I say that slightly with a
laugh, but to some extent truthfully.
So, I know they are just short staffed. It’s not… uh, there’s just no people to hire.
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Participant

Wanda

Wilhelmina

Yolanda

Do you have the resources to prevent restraint and seclusion?
No, but the tools are there, I mean, they really are and they should be used. ‘Cause I
just sat through the last refresher course going, “Well, I’m not really gonna sit here and
complain, it’s not really fair.” He said, “Don’t ever corner someone…” I kept thinking,
in my head, let’s count, oh my gosh, how many times have I seen someone do that, I
mean, for throwing a mattress or biting yourself or…I mean, they(staff) also start
cussing at ‘em(patients). I mean that’s not redirecting, that’s not trying to talk ‘em
down,…so…They need to review films more often, but there is no audio on the
video camera…The staff say, “Just put your back to it and say what you want to
say!” (pause)
Yeah, and if you have a lot of new employees, it just depends if they’ve been trained
right or not. Lately, it’s been-we haven’t- we just haven’t had enough staff of
people. People have been leaving because there haven’t been enough staff, and it’s
dangerous. It- it’s really dangerous and stressful, and you become exhausted and
more edgy, so…
I think, um, the staff need more training. Um, I wish I had more, um, advanced …
nurses on the unit like the, um – and then … we had some CNSs, clinical nurse
specialists, that could actually work with staff more. I wish I had that here, and I’m
working on that.
I definitely do. Um, we also, if a patient, um, I mean, we definitely have the staff to do
that. I haven’t seen a situation where we haven’t. Um, but if a patient gets too unruly,
we also have, um, a police force that – to aid us in any way. So it’s – with that in the
back of our mind, it helps, knowing that if the situation does get out of control, um, we
do have the police force to come in and help.
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Table 5. Research Question 3

Participant

Are you aware of any RS prevention policies?

Baxter

Uh, I – I have helped write policy. The agency I worked with, uh, …
administrators best practices, so one of my roles was writing policy and
revising policy. So, um, some of the policies that developed after – it was ’87
and The Hartford Courant exposé
And then taking that policy from a federal or state level and implementing it and
making it applicable in a local agency, uh, is an interesting task. Some places do
it better than others. They’ll just take the policy as it comes down from the
fed to the state and implement it as is without any thought to the logistics of
it.
Um, and – and I think you have to be very thoughtful about that process. If
here’s what the policy says, what resources do we have to enact the policy
and how is it going to look in a specific incident when it happens and how do
you write a policy that’s thorough and encompassing, uh, to get the spirit of
what the – the feds or whomever are trying to achieve and also make it
something that’s very doable and practical, um, on an agency and on an
individual basis?
Yes, I think – I think it’s important. Um, it – it’s hard to do, to talk to different
people and get a good consensus the client, here’s what we’ve gotta do, so how
do we do it. Something we said earlier is … I’m a proponent of the “top
down/bottom up” process. The leadership or the policy coming down says
here’s what we want you to do, and then actually talking to the clients and, uh,
direct care workers, saying. “How would this look? If – if we needed to do
this, what would be best for you?” … the client … a direct care person –
Umm. I haven’t seen anything on prevention, um, I haven’t seen any policy
on how to prevent a restraint. Um, I mean they do...um I think there needs
to be a lot more, the emphasis on prevention, the emphasis on prevention is
lacking for sure. And you know, we have a seclusion and restraint team that
meets every week and we brought that up, um, but, I mean they do get training,
like intense training when they are first hired on, but the refreshers don’t focus
on that[prevention] they just focus on technique, yeah, like how to do it [restraint
and seclusion]. Ah, you know, we definitely track the restraint rate and compare
it, you know, to prior years and time in seclusion, but I.... you know, there is, we
have policies saying when to do it, the documentation that’s required, or um,
but as far as prevention, but ah....(pause)

Bertha
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Participant

Are you aware of any RS prevention policies?

Brenda

Um, now, I don’t know that if – if any – any of our staff have actually, um
(pause), had any input as far as the policy goes. If they have, I don’t know
about it. Just supposed to try to de-escalate, and that, the seclusion, is the last
resort.
Oh, yeah sure. The first emotional health unit I worked at we had JCAHO,
You know, they have clear policies on restraint.
Um, and then at the general hospital psych unit, um policy was not
made clear to us. What drove the restraint policy there was the case
manager and the placement policy which was individuals could not be placed
in nursing homes if they had been in restraints twenty-four hours prior.
So, you know about policies and you do your best. But, ultimately you have
to do what is safest for the patient and for you.
Um, no. No, uh, those (policies) mostly were handed down, uh, to be
followed. I’ve never seen, uh, front-line staff at all be involved in that, which
would have been helpful.
Uh, well, um, you know, with each new policy you do try to enforce, uh, the
policy, um, to the – to the best of your ability, unless it has no common sense
bearing and then you wouldn’t. Uh, but for the most part, um, um, there’s
(pause) – um, I’m not sure.
I think it’s just working with people really, I don’t think there is any MAGIC
technique, really, I think you just have to meet people where they’re at and
get them to understand that this is something not just about patients, it’s
about staff too, it’s about providing environments that are non-violent and
SAFE for everyone... we are talking about safe environments, not just for those
we serve but for everyone. And I think when that happens…
You know what, I really haven’t thought about it. I mean to me it’s the heart and
soul of the issue rather than the money. I think it’s really about creating nonviolent environments for people. I mean I don’t think health care reform has
anything to do with it.
Deadly Restraints, where they sent a group of four investigative reporters
across the country for about 9 months, and interviewed policymakers,
families, clients, hospital and state directors, Joint Commission, Centers for
Medicare and Medicaid, who were supposed to be regulating the use of
seclusion and restraint. They came back with findings that
seclusion/restraint was unregulated, used with great variety from state to
state, hospital to hospital, that the documentation was not, uh, very good,
that, people were dying fairly routinely in children, adolescent, adult, and
forensic hospitals and developmental disability clients, and that no one was
reporting these deaths, and that people were just basically being hurt.
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Participant

Are you aware of any RS prevention policies?
So when that newspaper series hit – hit the – hit the public, um, something
interesting happened with – in social policy, um, it’s called, um, the impact of
a sensational event,
This social issue, uh, very rare phenomena. And it’s when some problem or
some issue on a very local level, localized level, has so much public interest
and it hits the public so hard that it was – in weeks to months ends up in –
in, um, the face of high-level policymakers. And that’s exactly what
happened here. Um, in the fall of – of – of 1998, the (Publication) series came
out. And by the end of the next year, there were a number of committees in
the U.S. Congress that had been forced to look at the issue of seclusion and
restraint. There’ve been a number of, uh, hearings held, Joint Commission
and CMS had been brought in and grilled and shamed in front of Congress
for how this could have happened. (University) had been brought in to do a
risk analysis, the actuarial tables, to try and predict how many people were
actually dying. And as a result, the GAO, the Government Accountability
Office, went out to kind of follow in the (Publication’s) footsteps to see if this
really was true because the congressmen were so upset. And (Congressman
1) and (Congressman 2) primarily and (Congressman 3) to some degree
were the three – the three congressmen that were very involved. And the
USDAO staff came back and reported, basically, that the (Publication) is the
exact – had – had reported correctly and that, um – not only that, it was,
um, that (University) had estimated that enough – that people were dying,
basically, um, one to five – I think it was one – one to fifteen people a month,
but don’t quote me on that. I have to go look it up.
We know that seclusion and restraint are unregulated
State department, which would be like (State 2), (State 4), um, basically
needs to have somebody in that system that – at a powerful enough level
decide to change the regulations that that state is using to govern the use of
seclusion and restraint.
Well, that’s the next issue. Once you have the regulations, it doesn’t matter –
if you don’t have an – uh, an enforcement group, then, yeah, you’re right, it
– nothing happens. But we, um – we – we do. We have a whole – we have a
department of performance improvement and licensing.
And you can do that in a million ways, but it all takes time. Um, you can
create little staff recognition projects that are very meaningful to staff. You can
set up a data system so you can monitor the staff that are mostly involved
and start to weed them out. You can basically include peers and people in
recovery and some of your best staff every time you interview a new staff that’s
going to be a direct-care staff.
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Participant

Are you aware of any RS prevention policies?

Jack
Janna

We need more communication with staff.
The policies and the procedures and the – and what counts as a restraint and
what doesn’t and what, um – what counts as a seclusion, all of that’s taken
care of as far as the policies and procedures. It’s the beforehand that’s all
kind of, um, trial and error and, you know, my guess is as good as yours,
and it’s kinda chaotic.

Mack

Marlon

Martha
Patrick

Staff um, they don’t feel heard. They really don’t feel heard, um, really,
with any of the policies, because a policy will get handed down, they read it,
they’re like, “Well, we really don’t think this is gonna work,” because
they’re in the reality of it. They’re in the – the thick of things.
There was a hospital whose goal, stated goal was to, um, minimize, the, um,
use of seclusions and restraints. And I saw that- I can’t quote the numbers, but
it was at staff meetings where numbers were given and they would say, you
know, this- Here’s the seclusions from this year, at this point a year ago- they’re
down and so forth…
But I want to say for a new – if I’d been a new employee coming in, I think it is
– there’s at least a day of general hospital life, we’ll call it, policies and
procedures, before you ever get to TCI. TCI is three full eight-hour days, and I
believe two of those days are verbal in the sense of it’s how do you talk to people
in crisis, what makes a crisis, what is a crisis. And then only the last day was,
uh, therapeutic holds, you know, … prepare for a physical restraint or a
mechanical restraint or a seclusion.
I – I, personally, think there was some management – some of the – I mean, we
changed a lot of rules, we changed a lot of – we took away a lot of consequences.
I think we were trying to prevent the State – we were trying to scrub ourselves
completely clean –versus , so that the State would have no – not even any room
to say, You’re wrong. There’s no need to question what we were doing.
Um, not usually, especially on my unit because patients are very – they’re at
their worst when they come in on my unit.
And I think now the federal government is into it, so they’re doing the kind of
things that will be very helpful with – you know, to restrict it, make it a lot –
make – put the burden on the restrainers and secluders
It’s forced – they forced it. Oh, yeah. Oh, yeah. But it’s been for them, the
government’s forced it to change.
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Participant

Are you aware of any RS prevention policies?

Patrick (continued)

Oh, yeah. Yeah. We’ve done it for, um – we’ve done it for hospital systems –
I’ve done it for hospital systems. I’ve done it for my individual hospital system.
First thing is to, I think, keep track of the amount of seclusion and restraint
to have the root cause analysis of the restraint episode and to walk through
the situation, I think. Uh, sort of, uh, rework it, the whole situation. Very
helpful. Very helpful for staff, uh, to go back through on how could we have
intervened, kind of like a mortality – morbidity and mortality conference. How
did we make the mistake? What can we do better next time? How did we do
this? And now, a lot of times, we got it on tape. Now in many of our hospitals
we’ve got video monitoring; we can watch what happens. Um, and that’s
happened frequently. Uh, we can watch the kids, how it starts, you know, record
it. As I said, we had the one with the obese woman. We had that death – we
had that on tape. I had those – terrible. The patient was on the ground, and
the staff person kind of jumped on ‘em, on top of ‘em, on their – they were
on their stomach.
Um, not that I am aware of. Not prevention policies, no. Not that I’m aware
of, not that I can think of.
Yeah. Yes, I mean no, no it’s not policy; it’s part of the, uh-the uh education.
Um, and then discuss it later. Uh, we do teach it, but as far as policy? No, there’s
not a…There’s not a written policy that- you know, I mean it’s taught, did you
try medication? Did you try- I mean we have agitation protocols, you know,
that’s a doctors order for medication.
You know, I honestly don’t know if we have anything in writing, um, as far
as prevention goes. I mean, um, I would say more of the – a unit philosophy.
Putting someone in restraints is – is a – a last resort, and certainly the – the
leadership, um, on the floor have made significant interventions that failed to
justify that this person is needing to be restrained. But I – I have not seen – I –
I really don’t know if we have something – policy in writing somewhere. I
haven’t seen it if we do.
No, I’m not remembering that from their (state department of mental
health) levels, and I could just simply be drawing a blank about this. Like I
said, it’s been a few years since I’ve been out of that role
Oh yeah, and of course, the other rules, you talk about rules, I’d forgot about –
– the whole one hour, you know, where you have to be reviewed by, um, at –
at a minimum. a highly trained RN with special, um, stipulations –
Not that I’m aware of. Not that I’ve ever been told. Sometimes they’ll say,
“Can you give him something to help him calm down?” Which is...that’s what
the nurses do.
[Pause] No, I’ve never seen anything like that.
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Participant

Are you aware of any RS prevention policies?

Wilhelmina

Well, I’m seeing that people are looking at it more. Um, they’re looking at,
um, what we – can we do differently versus putting somebody in restraints. Um,
getting people more trained in, uh, the use of restraints and seclusions. And
having more – you have more policies as it relates to restrictive interventions.
As far as the documentation, making sure that the patient meets the criteria for,
you know, putting – being put in restraints and seclusions, and making sure there
is a debriefing.
No, I’m not aware of any policy based on prevention.

Yolanda
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Table 6. Theoretical Categories

MACRO

MESO

MICRO

Economic

Cultural

Social

FIELD

HABITUS

PRACTICE

Organizational

Institutional

Individual

Sustaining Cultures of
Non-Violence

Balancing Forces

Embodying Change in
Action

Ethical Decision Making

Believing Prevention is Possible

Self-Regulating

Providing Resources

Caring About People

Deep Listening

Valuing High Performers

Adapting to Circumstances

Mentoring Others

Creating Healing Spaces

Intuiting Next Steps

Being Emotionally Present

Thinking Through Innovations

Discriminating Internal/External

Knowing What Works

Messages

Supporting Diversity and Long

Leveling Playing Field

Attending to Safety Risks

Evolving Experimental Approaches

Embracing Challenging Moments

Protecting Self/Others

Building Trust

Stabilizing Group Dynamics

Modeling Calmness

Range Planning

Opening to New Ways of Doing
Business

Leading with Vision and
Confidence

Incorporating Recovery and
Renewal
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